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alive on, LECe ., ond that death occurred okO335P_M, from the causes and on the date stated above. 
& ¥) — ADDRESS (Street, city oF lown, stote) DATE SIGNED 
Nite Ler nd Lil eA ws Springfield State Hospitel 12/21/56 


PHYSICIAN'S 


NAME (Type)__EGmund Lusthaus, MM _...»ykesyille, Maryland. 
No. eed tare ‘2b. DATE THEREOF ‘Tic, NAME-OF, CEMETERY OR CREMATORY Td. LOCATION {City, town, or county] {Stote) 
AL ify} 5S / 4 B / Of 4 
=, reek /3f- Ae 2a seen Vay neot-ort ffrctrd Air 


23. FUNERAL DIRECTOR'S push Ky t 4 ‘2ha. REC'D BY REGISTRA\ ‘2b. Neal\, 'S SIGNATURE f ~ 
£4 he (id - ev. } TPE O CP 4OER eZ Lacy et hy 


oud 


form PM3. Page 5 may be retoined for your fi 
oges 1 ond 2 with the 


te shauld be executed within 24 haurs after death. 


‘ote, writing the ward “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral 


the Chief Medica! Examiner's Office along w' 


ar remavol. 


3 
o 
3 
3 
3 
5 
8 
z 
2 
3 
£ 
3 
2 
S 
2 
Fs 
i 
u 
4 
& 
Sy 
9 
< 
= 
= 
= 
> 
2 
° 
e 


VS, AISME(5) 
5M 9/55 


rates rly MEDICAL EXAMINER’S CERTIFICATE OF DEATH Ph 

tx 2 eg. Dist. No. 

g 3 £ ie PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
$25 3 Carrell marviano || ° STE Maryland > cou Baltimore City 
ral = 2 s. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate limits, write RURAL and give neares! town) 

3 ae \ d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street addrest) d. STREET ADDRESS . See Rae, 
a ap Main & Green Sts. 3108 Bayonne Avenue SD Nom 
3 3 3. NAME OF First Middle Lost (4. DATE Month Doy Yeor 

: ° tye or in tlhe 2OVLO M1 YES Barn LZ. Z 9 SO 


cause last. —_ ee © 
Zz PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH GUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN FART I(el19. WAS AUTOPSY 
ce} ——— a i re 
2 3 ves) No] 
© {20a EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 1B.) 
& | PRIMARY Lar CONTRIBUTING C 
& | CAUSE OF DEATH. 
3 |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
8 Heur go, m, While Not while factory, street, affice bldg., etc.) | 
g pom 1° ot work {[} of work (J i 
21. V certify that 1 taak charge of the remains described abave, held an Autopsy J, Inspectian xX, Inquiry Bxf, and find that 
death resulted from: Naturol cayses [ J, Accident [], Suicide [[], Hamicide [], Undetermined cause [1]. 
Ee ACTUAL DATE SIGNED 


~ SIGNATUI 


To. CUAL FRM ATION. Tb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) {Stote) 
y 
Burfed~ 12627456 Westminster Westminster r 
& 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR ‘24b. REGISTRAR'S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12292 


fi 
5. SEX O 7. MARRIED [AL NEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE lezen IF UNDER 1YEAR| IF UNDER 24 HRS. 
Months 

A wivoweo[] —oworceo gg JJune 19, 1906 Be ales a} ae Hours an 

10a. USUAL OCCUPATION (Give kind of work done) 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
‘during most of working lite, even if retired) F 
Barber Barber Shop Maryland U ca 

14, MOTHER'S MAIDEN NAME 


Emma J. Chrest 
17. INFORMANT Address 
C. Edward Cootes Westminster, Mde 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


13. FATHER'S NAME 
Charles E. Cootes 


) 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, 10, oF unknown} {tl yes, give wor or doles of servica) 


no ee = = | | 2126286565 
Ve. CAUSE OF DEATH [Enter anly one cavse per line for (0), (b), ond (c).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


IIOK 2oe 
Conditions, if ony. which o 
gove rise to immediate cause 
{0}, stoting the underlying 


DUE TO 


CHIEF MEDICAL EXAMINER [] 
ASSISTANT MEDICAL EXAMINER ERY 


alee William V. Lovett DEPUTY MEDICAL EXAMINER [J] fe = Ww 5 S60 


M.D. 


John R. Byers Westminste ifs DATE/ )-- 24 -; ya 


lease exe- 
ys 
crem 
fal 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH a! 2293 qd 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If Institution: Resldeace before odmision) 

2s 7a OE Taree na: mamano || °state Maryland b. COUNTY 

Ye 
rod > 3 if M I} b, cry ae roe a ‘euttide corporate Limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside a limits, write RURAL ond give nearest town) 
ge 3 Jkesville 2 days Baltimore 1 
go 3 x eSvVi. Vv A/ = & 
8 5 = c d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, Give street address} d. STREET ADDRESS « Ay 

, 5 

@: / Springfield State Hospital 639 E. 29th Street ver] not 
coe i 7 2. NAME OF First : Middle Let 4 DATE Month Doy Year 
22s ype or print) Annie Elizabeth Mitchell CROFOOT DEATH December 6 6 
2225 ) 19 
pares 5, SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE mires FLINDER 1YEAR] HF UNDER 24 RS. 
ames £ m 
aes F W wiooweo XQ] —ovorceog) | March 21, 1891 Bb” Fallen’ ||ear oy po 
Sm oF 10a, USUAL OCCUPATION {Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Pyea during most of working lite, even if retired) “ 
5532 / None Nene Maryland USA 
os se 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

= 2 
fa0k I imothy Mitchel Anne Mann 
ty ao TS. WAS DECEASED EVER IN U.S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
eo ge {Yes, no, oF unknown} (it yes, give wor or dates of vervies) ' 
£2 No Springfield Hospital records 

we 2 ¢ 1B. CAUSE OF DEATH [Enter only one cause per fine for (o}, (b), ond (c).] INTERVAL BETWEEN 
ve 7 
Bek PART. DEATH WAS caus fo) ___PUlmonary thrombosis, both lungs 
ests gw | 
22% “¥ , eg ae : 
55 Conditions, if ony, which e rteriosclerotic cardiovascular disease years 
2s ot gove rise to immediote coure 
Bess (0}, stoting the underlying( OVE TO | 
2 e > couse fost, -— {eh 
eo. wes z PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
ee 6 Fe) ee PERFORMED? 
E2OR 2.|3|_Involutional psychotic reaction YE noo 
tabs © | 20a. EXTERNAL CAl . jury i i 
8 3 3 E tiny BY or cont ts o 20b. DESCRIBE HOW INJURY OCCURRED, {Enter noture of injury in Port { or Port It of item 1B.) 
a € > rey 5 
<= oO ~ 
558 8 & | 20c. TIME OF INJURY —- Month, Day, Yeor | 20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form. 1208, (City or town) (County) (Stote) 
S.3c 8 Hour a.m While Not white factory, slreet, office bidg., etc.) | 
ge 2 pm. wv lot work [] ot work [] . 
Ee = se 
s ze 21. \ certify that | taok charge of the remains described abave, held gn Autopsy [X}, Inspectian D2. Inquiry (Z). and find that 
“338 death resulted from: Natural causes [XJ, Accident [], Suicide [[],/ Homicide [J], Undetermined cause [7]. 
ge38 Y q 
Yoeeu 
Be58 ‘ Senator pet . : Gf Pes, Fee Cer HEICAL EAN ig a 
-6: $ ; ASSISTANT MEDICAL EXAMINER [7] 12/6/56 

: 

5 2 a4 P 8 (Seti, James T, Marsh, M.D. DEPUTY MEDICAL EXAMINERS 
Best 220. BURIAL, CREMATION, [22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or eaunty) (tote) 

Baie 5 REMOVAL ISpecity) 
aig Buriat” [pec 10/56 Louden Park Cem. Balto,Ma 

x 23. FUNFRAL DIRECTOR'S SI RE y) "ADDRESS 24a, REC'D BY REGISTRAR | 24b, REGIST! me SIGNATURE 

YS. AISME(S) 6 1 3 Z 

5M 9/55 } fests AL eC 41.01 % dmendsen b) ,DATE ‘im i S be ra) 


fo 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9 4 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 122 


all 


Gave rise to Immediate coure 
(0), stating the sneering 
couse lost. 


DUE TO 
Years 


2S |. Dist, No. 
g 32 Q 7 PLACE OF DEATH wi | 2. USUAL RESIDENCE (Whore deceosed lived. If Insillution: Residence before admission) 

€ 2 a . STATE b. INTY 
mg © Carroll mamano || ° SAF Maryland SOINN Balto, City 
es % b. chy pric Mo outside corporate fimit, write RURAL ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IF outside corporate limits, write RURAL and give nearest town) 
Ps j fe : ; 
5° = a Sykesville lyr. 25 days Baltimore City / 
a as d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street address) d. STREET ADDRESS «1S RESIDENCE 
. Bi Springfield State Hospital 3320 Fait Ave.,Balto.2h,Md. ves [_No [af 
+ pc ogy “pts [3 NAME OF First Middle Lost 4. DATE Month Year 
Bese t ‘DECEASED Dey be 
ride {ype oF print) Hnat DEMIANCHIK bam December 21 1956 
=a S. SEX 6. COLOR OR RACE {7. MARRIED [[] NEVER MARRIED [| 8. DATE OF BIRTH 9. AGE us yeon [IEUNDER TEA 1 UNDER 24 HRS. 
= eee , 

rai Male White wivowerd] —oivorceot] | January 2, 1876 1 EP fers ga [' 

” 3 3 10a, USUAL OCCUPATION | Give ind of work done] 10b, KIND OF BUSINESS OR INOUSTRY | 1. BIRTHPLACE (State or Foreign country) h2. CITIZEN OF WHAT COUNTRY? 

goin luring i te, 

Bee "tnimoun RET) RED FARMER. Austria U.S.Ae 

an 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

= s 

at | nian PETER DEMIQNCHI Unknown 

2s 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 

é es, 00, 9° erin ive wor er dates ot verve 

gee A ° “4 - - Springfield Hospital Records 

a 18. CAUSE OF DEATH [Enter only one cause por line for (a), (b), ond (c).) INTERVAL BETWEEN 

oe PART I. DEATH WAS CAUSED 8Y: “tease 

ce IMMEDIATE CAUSE (o) Cerebral Embolism Hours 

2: yo ES DUE TO 

‘es Conditions, if any, which e Cerebral Arteriosclerosis Years 

5 

& 

£ 


ra Pi Ae) re TORN ear ts TRIBUTING TO DEAT os gee TED TQ THE TERMINAL DIS; S wath ¢ syn Xe" 9. Beate wor 
2/C.B. tees ss ee rteriosclerosis psycho PERF 

3 react: Seated ah, wright ere yes "No 
= mere aon 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I! af ilem 18.) 

€ or 

& | cause OF beat Fell to floor of ward. 

5 [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 1200, frees (OF INJURY (Home, form, | 20f. (City or fawn) (County) (State) 
rat 

e 

= 


20 7am 12/20/56 [ais Sener pg ospitel’""*"! Sykesville Carroll Mde 


21. Leertify thot | took chorge of the remoins described obove, held an Autopsy FX}, Inspection [J], Inquiry (. and find that 


deoth resulted from: Noturol couses €J, Accident [J], Suicide [7], Homicide [], Undetermined cause [[]. 
ACTUAL DATE SIGNED 
P ty SIGNATUR 1p, CHIEF MEDICAL EXAMINER (1) 
Se: < Q ASSISTANT MEDICAL EXAMINER [1] 
8 3 
Esae N James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER [3 12 56 
§ 
Seg dt Tia. BURIAL, CREMATION, |72b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Td, LOCATION (City, town, or caunty) (State) 
Ce ee 


TO FUNERALSDIRECTOR: Poge 3 should be used as o burial-tronsit permit. 


7At 12-2 Y ~ 5¢ STSTANISLAUS CEM.1366 DUNDALL Ave, Bacto..Mo. 


"Bt a ab. pee sett y 
D 0: Aen Bid by) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIM 
D216 CERTIFICATE OF DEATH 


Carroll 


1. PLACE OF DEATH 


@. COUNTY MARYLAND o. 


Maryland 


2, USUAL RESIDENCE (Where deceased lived. 
b. COUNTY 
Carroll 


ORE, 18 12295, 


If institutian: Residence befare admission) 


¢. LENGTH OF STAY IN 1b 


Life 


b. CITY OR TOWN (If outtide corporate limits, write 
RURAL and give nearest tawn) 


_ ¥ |rural--Mt, Air 


¢, CITY OR TOWN (IF autside corporate limits, write RURAL ond give neorest lawn) 


rural--Mt. Airy 


(o). 


MEDICAL CERTIFICATION: 


foctary, street, office bldg., etc.) | 
H 


.- 195Q,, to Dect 


[20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 
Hour a. 9. While Nat whil 
p.m. 19 Jat work [J ot ae aa) 


21. | certify thot | attended the deceased fram _Qet Obei— 


iN 
e 
z 
Fa 
= 
§ 
é 
« 
z 
5 
€ 
ad 
z 
o 
$ 
J 
é 
4 
° 
¢ 
s 
rd 
é 
2 
5 


by the haspital or attending physician. 


ECTOR: After this cert 


é 
he 
2 
5 
3 
° 
£ 
6 
g 
3 
- 
2 
3 
£ 
8 
q 
3 
2 
2 


here, SG. 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 


PERFORMED? 


yes) no) 


E d. NAME OF HOSPITAL (If nat in haspitol, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
-S: OR INSTITUTION ON ‘4 es 
Yes NO 
‘O 

3 5 3. NAME OF Fint Middle Last 4. DATE Manth Doy Yeor 

By caper ae MARY E. DORSEY oan December 26 1956 

es tH 5. SEX 6. COLOR OR RACE |7. Married [1] NEVER MARRIED [] | 8- DATE OF BIRTH 9. AGE (In yeors [IF UNDER I YEAR[IF UNDER 24 HRS. 

=> i lost birjhday) [Months] Doys | Hours | Min. 

a3 female negro _|wiowoD worceox] | Sept. 1, 7? O sR rn. 

ee 1c. USUAL OCCUPATION (Give kind af work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stale or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

g g 8 during most of working life, even if retired) 

ves housework home Maryland U.S. 

4 3 5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

22 Asbury Favington Angeline Green 

S RI) Hs was pees Le ole U. $s. Gl gag 16. SOCIAL SECURITY NO, |17. INFORMANT Address 

o Fes. 90, OF unknown] 1, give wor or serview) 

gt ) no oon Hildrea Dorsey Mt. Airy, Md, 

¢ § 18, CAUSE OF DEATH [Enter only ane couse per line far (a), (6). ond (c).] ANTERVAL BETWEEN, 

= . * ? j +f rs 

Be Meaiedaal NE porate rterroscfeyeftic Heart D/seasre 

£e pate : DUE 10 

iS 7 + 

= z Conditions, if any, which ener ized rio Se fe wMOSIS 

S e 10 immediote 

ba ), stoting the under. ( OVE TO : 

€ 

3 

2 

3 

2 

£ 


20a. ACCIDENT WAS UNDERLYING (1 2b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port tl of item 1B.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER). 


‘2e, PLACE OF INJURY (Hame, farm, } 20f. (City or town} 


(County) {State} 


that | last saw the deceased 


is alive on. December 13, Wee, and that death occurred ot. 3°R om, fram the causes ond an the date stated abave. 
5 ADDRESS (Street, city or town, stote) DATE SIGNED 
sez2 / | [pitta LOK Cebeuele ag Yi os, ae buf ttf he. 
® Wee es wD, Cale Py Bi i 
S208 Zac. NAME OF CEMETERY GieGREMATORY 72d. LOCATION (City, tawn, or county) (State) 
752° : it 
rege BORA =29-1956 Fairview Carroll Co., Maryland 
td < 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ysaysg QS Cc. M. Waltz Winfield, Md, bal 9 ann 44. Ve oe PP 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 9 g 
12317 CERTIFICATE OF DEATH i % 


. i 
2 3 ‘ 1 Le eta gag liil ys SSUES ENCE: (Where deceased lived. If institution: Residence before admission) 
° °. 0. STAI . 
& £3, Carroll MARYLAND Maryland » COUNTY Be UE Ose by 
€ 6 | b. yu el TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
ae ye) URAL ond give neprest.town) » 
3 § A ‘by esvitile P9yrs.émos.5days Baltimore Byov.y 
Ey aan 
2 2 2 d. ORINSTITBTION {If not in hospital, give street address) d. STREET ADDRESS e. Eesti 
c bd . * 
» orinefield State Hospital Unknown ves (] No] 
= 
e 6 3. NAME OF Fint Middle lost 4. DATE Months Doy Yeor 
27 iceman Margaret DUVALL beate December 12, 1956 
> 5. SEX 6. COLOR OR RACE |7. MARRIED PX) NEVER MARRIED ["] | 8 DATE OF BIRTH 9. AGE {in yeon IF UNDER 1 YEAR] IF UNDER 24 HRS. 
i : os nv} | Month Hi Min, 
3, Female | White wioweo[] —oovorcenty | Unknown Ve aE Gee BS 
& & 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Q 2 surieg most of yoke life, even if retired) v 
a omestic ka Germany Unknown 
6 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
. 
bf Unknown Unknown 
& 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= (Yes, no, vas {Hf yes. give wor or dates of service} ¥ 4 4 
2 ° - - Springfield Hospital records, 
£8 
2B 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c)-] INTERVAL BETWEEN, 
2o PART I. DEATH WAS CAUSED BY: ONSEIEAD SEATH 
Ss PART '. DEATH mebiate cause (o) Carcinoma of the pancreas Months 
£F DUE TO 
= 
a 
3 
2 
2 
¢ 
$ 
$ 
) 
3 
£ 
° 
$ 


s Conditions, if ony, which o 

£ gove rite lo immediote 

& cotse (0), stoting the ynder- ( CUETO 
ae lying couse lost, O02 ¢ © 
385 z THER SIGNIEICADT 7 TO.QEATH BUT NOT RELATED.TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(a}]19. WAS AUTOPSY 
Be 3 | Deménits "FP RUEOR, (PA PEREER UP BeS Bao ay % a 
Ros 2 ona: uberculosis; fracture bi ita 
raes a left arm. Z ry = , ves[] No 
Poa < Bie, ACCIDENT WAG UNDERLYINGAC] | 206. DESCRIBE HOW INIURY OCCURRED. (Emer notre of injury in Pon Tor Por I of Hem TB.) 

oe A 
eee & | GE eitHer, NOTIFY MEDICAL EXAMINER) | Patient fel] on the ward. 
53 3 |i0c TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED [20e, PHAGE OF INJURY (ons, frm, £207. (Cy or town) (County) (Stote) 

5.2 35 mM. Ne fogtory. street, @ bidg., 
E28 2l1sHe se 11/21 HS Sehog Spring! Teld’ Hospital Sykesville Carroll Md. 
Be, 
fis 21.4 certify that | attended the deceased fromJUly 1, , 1920__, to December 12, 1926 that | last saw the deceased 
owt alive on_December 12, 256, ond thgt deoth occurred ot 2235P_m, from the causes ond on the dote stated above. 
28g ADDRESS (Street, city or town, stote) DATE SIGNED 
28s 


the registror prior to burial, crematian, ar remaval, and in any event within 7 hayes ofter death. 


own, oF County} Stor 
KE MEABCPTL D ) Le 


ma gn Soy 73 ‘eee ZONAUES 7. 


moy be re 
page 3s! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 ha: 


TO FUNER. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 2 2 97 
12318 — CERTIFICATE OF DEATH 


a_i 


Reg. Dist. No. “ 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


~ ce 
sz 
Pa 
o oF és 
& £3 SACO UNEY Carroll marrano || ° SE Meryland > coumy Carroll 
€ . 8 r) b. aie es USN (IF Ghged Slee limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN [If outside corporate limits, write RURAL ond give nearest town) 
S ZAL ond give neor wn 
4 sa if Patapsco 6 months Patapsco 
eo see. 7 d. WANE CE CRESrATAL (If not in hospital, give street address) d. STREET ADDRESS. e. 5 RESIDENCE ; 
Re Ws A ee eee ee 
a ~ yes [] NO, 
S a] 
8 es 5 ; 
2 £5 3. NAME OF First Middle tost 4. DATE Month Doy Year 
a DECE, 
2 35 (ype or print Charles Henry Evans, ze] DEATH December 21 j, 56 
c = 
Ay S. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIEDG] | 8. DATE OF BIRTH 9 AGE (in zoo IE paar BEY a UNDER 24 HRS. 
= 2 r Min. 
E Se Male White wivoweo [] ovorco ft] | June 1, 1956 Tale | ong ere MA 
2 4 Wer USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
> é v IN (G of wo 
6 32 8 i most of working life, ‘even if retired) ay ie Maryland USA 
see eg =e se ey oem 
g 585 19, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
soe 2 
2 38 of I Charles Henry Evans, Sre Margaret Ford 
€ : 8 ai 1§, WAS DECEASEDEVER IN U. 5, ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5. as Ne Z| (i 90. or unknown) (Ut yes, give wor oF doles of service) 
a BS d no ee A Charles H. Evans, Sr. Patapsco, Md. 
3 8s 18. CAUSE OF DEATH [Enter only one covse per Hine for (0), (b). and (c)-] INTERVAL BETWEEN 
2 fay PART 1. DEATH WAS CAUSED BY: an oo. 5 ; 
£ 98% IMMEDIATE CAUSE (o)_Gastro-Mnteri tis: and Dehydration 
S aie 2 | {70 DUE TO 
3 é 
= Be > Conditions, if ony, which (by 
$ BE gove rise to immediate 
5 she co¥se (a), stating the under. ( OVE TO 
eS ‘ 
Geena lying couse lost. (e). 
+o ae a 
3085 ° 3 Pam Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETEEMINAL DISEASE CONDITION GIVEN IN PART 1o}]19. WAS. AUTOPSY 
SROFS le 
‘wigs 1< ves] NO 
esses 3 © bd 
2 g 
i oe § E [202 ACCIDENT WAS UNDERLYING F]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Pos! or Port If item 1B.) 
ZR8e5 § | ir etnict; NOTIFY MEDICAL EXAMINER) 
<eges 8 i 
ae: = =f NVC Ge, = ee 
2otes & }20c. TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Hame, form, 1 20f. (City or town) (County) Giote) 
+5. es a Hour om. While Not while factory, street, office bldg., etc.) | 
Esir§ z p.m. 19 lat work [J] ot work [J] H 
23 3 3 21.1 certify that | attended the deceased fram... 20/56, ae A to_1L2/, i 19.___.,that I last saw the deceased 
8 eg eS alive on e/a See) 12_______, and that death accurred at_10: 30m, fram the causes and an the date stated abave. 
E=S36 y bbe i ADDRESS (Street, city or town, 31 jy DATE SIGNED 
<20 0. ACTUA' C1. hea c y d af» 
ae pe £5 ] SIGNATUR: = MOD. , ay Le: = 
(2) a é 
z 5 PHYSICIAN'S 
Breage Name (type) __.C,Porterfield,MDe ee a ad, \ Ae. 
Fd B2°9 ho. BURIAL, CREMATION, 2b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
SI oe Y] 
= pees ‘Wirial |Dec.24,1956 Patapsco Patapsco Maryland 
- - 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 4 
WAI John R. Byers Westminster, Mde orl? 24-51) Pro wet | hve 
dt 


“100063 XVb 


“uc 
ayy so 
tt . 44 4q poue ies 
- Sur, 
TP HPYUIGD Yap sys joys sourn: —, ) ayy te 


MARYLAND iat DEER RIMENT OF OF HEALTH—BALTIMORE, 18 
Y235% | “CERTIFICATE OF DEATH a 


2. USUAL RESIDENCE (Whore deceased lived. If institution: Residence before admission) 
oe b. COUNTY 
Maryland altimore 


¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


“— ‘ PLACE OF DEATH 
o. COUNTY 


Carroll 


b. CITY OR TOWN {If outside corporote fimils, write 
RURAL ond give neores! town) 


¢. LENGTH OF STAY IN 1b 


L's 
d. NAME OF HOSPITAL (If not in hospital. give street oddress) 


d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION, ON A FARM? 
pringfiald ate Hospita ves []_ NO fc) 
3. DecrASTO First Middle Fringer'™ 4. bis Month Day Yeor 
{Type or printd Alice Virginia Sherrer SU\DE DEATH December 6, 19 56 
5. SEX 6 COLOR OR RACE |7. MARRIED [EJ NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE {In years [IF UNDER | YEAR|IF UNDER 24 HRS, 
lost birthdoy) [Months] Do: Min, 
F W 9K) ovorctd (] | July 23, 1880 76 ys. 
100. Pein OCCUPATION (Give kind of work done|10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Gog=rt ah AN PELE Maryland USA 


og 
Martin Sherrer Cecilia Hopkins 
15. WAS DECEASED EVER IN U. 5, ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address 
{Yeu no, er unknown} {It yes, give wor oF dates of service) ‘ 
No tt Q Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] ANTERVAL BETWEEN, 
PART I. DEATH WAS CAUSED BY: ¥ 
IMMeSIAT caus Coronary occlusion hours 
AK QUE TO 


Conditions, If ony, which w_far_advanced pulmonary tuberculosis 
Gove rise to immediote 


cose (o}, stating the under- ( OVE TO 
lying couse lost. te) 
Pal Bae 


Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ¥o}| ae 
Chron 2 brain gyndrane assoc ated with cerebral arteriosclerosis with ves] NO 
iT WAS. DRDERYING ca ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


200. Aecii OE 
OR CONTRIBUTING C) CAUSE OF DEA 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


f20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour 9. m. While Not whit 
pm, W jot work [J ot werk "oOo 


21. I certify that | attended the deceased from__August 3),_, 1956_, toecember.6,_., 19.56. that | last saw the deceased 
alive mids and that death occurred at 24.30._PM, from the causes and an the date stated above. 


20e. PLACE OF INJURY (Home, oe [20 (City oF town) (County) (Stote} 
foctory, treet, office bldg., 
4h 


MEDICAL CERTIFICATION 


ADDRESS (Streel, city or town, ne, DATE SIGNED 
ACTUAL be. 
Sewn ene = re SN) een Serie re re a rene ioe eee eee ee ee 


PHYSICIAN'S 
NAME (Type), 


) (Stote) 


ALT £{141 
‘Zab, REGISTRAR'S SIGNATURE 


240. 5G 'D BY Aes 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
42319 CERTIFICATE OF DEATH 


12298 7 


Reg. Dist. No. 


< se 
3 $F 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
S 
257 i geo. CARROLL marnano || * “HARYLAND » COUNTS ARROLL 
De of a 
2 ea i , |). CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporote limits, write RURAL and give nearest town) 
2 63 \ RURAL and give neorest town) : y 4 : 
Soe geen, OS SYKESV LLLE WEEKS RURAL WOODBINE, R.D.1L we 
a GES 2 
2 22 d. NAME OF HOSPITAL (If not in haspitol, give street address) d. STREET ADDRESS @. tS RESIDENCE => 
°° = > OR INSTITUTION = 4 ON A FARM? 
¢ | PULLEN NURSING HOME yes) no] 
2 6 3. NAME OF Fit Middle Lost +. DATE Month Doy Yeor 
Te + 
& 23 (Type oF print) ANN LEE FLEMING. prate = DECEMBER 6 1956 
2 = fl 
s =e 5. SEX 6. COLOR OR RACE |7. MARRIEQK] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE Ot if UNDER _ IF UNDER 24 HRS. 
= 5 ‘4 vs Min, 
ae FEMALE | WHITE |woowmr woreo | 8 / 20 / 1882 ys. : 
2 eg: Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 Sot during most of working life, even if retired) 
8 , ° °, 
g 2 a / HOUSEWIFE HOME CARROLL CO. MARYLAND U.S. 
= Z 5 5 * 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 E, ZEBOKER 
8 Ber THOMAS J. GUNN NAINIE e 
2 Baig\ 4 1, WAS DECEASED EVER INU: S. ARMED FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT Address 
= §e2 A Wes. no. or unknown) {I yong give wor or dots of veri] 
5 fs No Mra pL2-24~2821| THOMAS EDWARD FLEMING R.D.1 WOODBINE, mp 
3 2 $e 18. CAUSE OF DEATH [Enter only one couse ppsaline for (0), (0). ond fc).] A ; . INTERVAL BETWEEN 
io ra AS UR Cruel, 
ee o 
epee 
= p25 
< ses DUE TO 
o eo 
2) Be if any. which 
z ye whi 
B BES @ 10 immediote o 
5 Soe cose (0), stoting the under. ( OUETO 
f¢ Sat lying couse lost. {e). 
228 8 4 z Past Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DRATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
sae Q < .  e PERFORMED? 
cE ‘on i 
z 8 ¢ 
easo8 3 vs NoO 
Bae 35 & [20c. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port It of item 16.) 
seoc- & JOR CONTRIBUTING 1) CAUSE OF DEATH 
agzeo © JF EITHER, NOTIFY MEDICAL EXAMINER) 
Stwc a Ok IC Ear ELA 
2otses & ]20c TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, T0F, (City oF town) {County) (tote) 
S3.°95 a Hour 9. m. While Not while foctory. street, office bidg., etc.) | 
EEE 2. p.m. 19 fot work [J ot work [] t 
22385 % amg 
Z z fee 21. U certify Cag the deceased from,__47 }i4A44 ______. , 1%224., to, poker ____., 192©. that | tost saw the deceased 
BS a < i oliveon € ALC ep ;-- ond thot deoth occurred ot. GL. M, from the couses and on the date stoted obove. 
G2 
toss ul mh DATE SIGNED 
“45557 ACTUAL a 
epee Ss F SIGNATUR 
° & / 
2 ¢ 5 PHYSICIAN'S, 
ae oe NAME (Tyee)___HOWARD 2. BALL SY RESVIDEE, MARYLAND eee, 
Fa se ae ‘> ‘220. BURIAL, Tow ‘Wb. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) {Stote) 
© i 2 
EPE es BUN” |12/ 9/ 1956] MORGAN CHAPEL CEMETERCARROLL CO. MARYLAND 
oie o= 
mF 


23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Qda. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
3 
V5 AIS (4 4 y 4 
Yea o/85) Mi. WA Ny D iD D fore 7 0 10h MA 


ot 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12320 CERTIFICATE OF DEATH ae B 22 IY 


1, PLACE OF ast 2. USUAL RESIDENCE {Where deceosed lived. If institution: Residence before admission) 
e. couNTY Carroll Ranyiies' 0. STATE b. COUNTY 
WES ana pa LMoOre 


b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest to 


on 
Sy kesvitle i Edgemere OF R~ A 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION: ON A FARM? 
pringfield_s spite odge Forrest Dr. & North Point ae NO fh _ 


3. NAME OF i : Lost ‘4. DATE Month ¥ 
DECEASED J o 53 my el 


yf 
es er prim, Forbes OkATH =~ December 7 19 56 


5. SEX 6. COLOR OR RACE 17. MARRIED fig NEVER MARRIED [[] | @ DATE OF BIRTH 9. AGE (In yeors [IF UNDER I YEAR] IF UNDER 24 HRS. 
last birthdey) [Months] Doys | Hours | Min. 
i WIDOWED ([] bivorceo (] anua 9 39 om. 


Oa, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if relired) 
Kentucky USA 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


. Charles Price Cilly Heard 


{ ¥5. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17. INFORMANT Address 
] Go ns oF vows) {Uf yer. give wor or dotes of vervice) 
Oi No pring Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (0), ond (c)-} INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: r wie cw? acai! 
¢ . IMMEDIATE CAUSE fo) Car cinoma. of the cervix 


x 


funeral director, 


Poges 10 


ase remave carbon papers. 
in 72 hours ofter death. 


Then 


, iF any, which 
to immediote 


lying couse lost. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) } 19. tical 


sychosis 4 Menta en yes(] Nog] 


wi de 
200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 16.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour o,f. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 Jot work CJ of work [J ' 


21. | certify that | attended the deceased fram__..July 1s ___, 19.50, to. December 7, 19.56 that | fost sow the deceased 
alive on_Degember 6, feoGie and that death accurred at_Ai.30__fM, from the causes and an the date stated abave. 


aa ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL Wl Wnty h ot. CUN. Lith on 12/7/56 


NAME teal Walther H. Souinietailh, M.D. 
Zc. NAME OF CEMETERY OK CREMATORY Bad LOCATION (City, town, or county) 
© C4 Seem Bb 
f 2da. REC'D BY REGIS) 24d. REGISTRARS SIGNATURE 
am OLN? ? 4 
ere, ak. 2. Stn Jt 


-transit permit. 


- 
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ate has been signed by the attending physician and completely filled in 


fending physicion. 


MEDICAL CERTIFICATION. 


ECTOR: After this certi 


by the hospital or 
be detoched for use os the burial: 


the registrar prior ta burial, cremation, or remaval, and in any event wii 


at 


page 3 sha 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be r: 


TO FUNER. 


i 
> 


2 
3 
% 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12322 CERTIFICATE OF DEATH 


12300 


— Reg. Dist, No. 
25 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmision) 
8 3 a. COUNTY jake 0. STATE b. COUNTY 
Ds fs fe) Maryland B more y ¥ 
a} e b. CITY OR TOWN {If outside carporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
e4. RURAL ond give neorest town} 
ee days Ba more as 
oo 4 d. NAME OF HOSPITAL d. STREET ADDRESS e. IS RESIDENCE 
Tel Ot OR INSTITUTION: ON A FARM? 
~ 
3 4 000 Gu ord Avenue YS DNs 
s |. NAME OF ir i 4. 
2 = 3. DeceAstD Fin Middle lost gor Manth Ooy Year 
an (Type or print Earl Gill DEATH 1956 
8 S. SEX 6, COLOR OR RACE | 7. MARRIED [] NEVER MARRIED {RJ | 8. DATE OF BIRTH 9. AGE (In yeors 
a lost bithSoy) 
4 Male Negro |wicowoQ  oworctoO] | 5 -6-12 
a 10c. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
g 3 y during mast of werking life, even if retired) 
es / one Weldon, N.C 
25 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ae 
ee, Edward Gill Maggie Silvin 
3 4 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Be «| Ces. oF entmown) IIE yes, give wor or dates of service} 
ats thimown Earl Gill 2000 Guilford Ave, 
8 18. CAUSE OF DEATH [Enter only one couse per line for (a), {b), ond (c)-] INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED 8 rae aly 
§ IMMEDIATE CAUSE, te} unknown 
= Oa DK DUE TO 


FB, 


Conditions, if any, which tb 


cotse (0}, stoting the under. ( OVE TO 
lying couse lost. ny 
ee 


Par Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19. WAS AUTOPSY 
ves} not) 


200. ACCIDENT Mai pNper a O oO 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part It of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, i, Year | 20d. INJURY OCCURRED — | 20e. ee OF INJURY (Home, farm, 1 20F. (City or town) (County) (State) 
Hour a.m. While Nat stile factory, street, office bldg. etc.) 
p.m. lat work [[] of work H 


21.1 ae that | attended the deceased a Ta WSL, to._-L2—1). ee. 2 19.56.that I last saw the deceased 


: After this certificate has been signed by the oltending physician ond completely 
MEDICAL CERTIFICATION 


by the hospital or attending physician. 
be detached for use os the burial-transit permit. 


é alive on... 12=1) ware uy a. and that death accurred at 32hO.PM, fram the causes and an the date stated above. 

9 A ADDRESS (Slreel, city or town, stote) DATE StGNEO 

2 / SGNATUR wo. Henry-ton, Md, eo 
< bon T, F, Vestal, M,D Henryton, Md, 


page 3 shou! 
the registrar priar to burial, cremation, ar remaval, and in ony event within 


may be ret 
TO FUNER. 


‘Wb. DATE THEREOF ‘Te. NAME OF CEMETERY ey CREMATORY 72d. LOCATION Vhte. fawn, ar county} 4 9 
1%, 
tt tee Yop as; ieee a 2 


fa FUNERAL Ne ara ‘2éa, REC'D BY Boek ins REGISTRAR'S, SIGNATY r 
YY Aad is “a be nfonre “Ys 7 55 Meee Leg te 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs) after death. Poge 4 


rtrd 
zy 
wa 

is 


% A eS: 


ia ys 


l ies | MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Item 9 Film 


1232 “CERTIFICATE O1 OF DEATH ig i 


Reg. Dist. No. 


rs 


~ 
1. PLAGE OF DEATH 2. USUAL AL BESO (Where deceased lived, If institution; Residence before admission) 
= e ab b, COUNTY, 
= AR tude MARYLAND y, ee 
3 So b. Sal ier {IF outside corporate limits, write | c. Ee OF fa IN Ib c, CITY QR TOWN (IF eee corporate limits, write mints and give nearest town) 
3 ond giv 
e : = rm _ y 
pa S RA >fMI) STIMIMN STE 2 % 
iz: if 'd. NAME OF Fi OsriTAL {if not in hospital, give street a ‘d. STREET ADDRESS e. IS RESIDENCE 
OB INS’ ON ARM? / 
IN ¢ 2) Yes o 


3. NAME OF : Fint Middl - i 4. DATE 
DECEASED = j ae re =. OF Ponts ee 
(ype or print) [E 8 ; DEATH E 1h & 
5. SEK COLOR OR RACE 7. mARRIED pal NEVER MARRIED [J [8 DATE OF BIRTH AGE (in yeon [IE UNDER TYEAR] IF UNDER 24 HES, 
iy, =) o log bycthday) [Months] Days | Hours | Min. 
A winoweo EF] —sootvorcep B = ye 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


EAB qe 4 9 life, even if na le DC ' zy ' IE : les As 


I . 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= 
SEP yy P7 
4 11s. WAS OECEASEDEVER IN U. S. ARMED FORCES? gen FY Seen ye Fae 
[ven og, erpshnown) | II ya, give wor or dotet of seston) ivan dekandadad e 4 Svea #2 Wee Dae VES Ae SIEp 
iN o_o a tt 7 dS 
18. CAUSE OF DEATH [Enter only ane couse per lingfar (0). b). ond (ch] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: iy j C- 
IMMEDIATE CAUSE (0 Ce Nvra L 


ONSET “cl ae 
1D. x DUE TO 


Conditions, 
gove rise 
couse (0), st 


lying couse lost. ©. 


6 
Pages 1 and 2 shauld be 


: After this certificate has been signed by the attending physician and completely filled inl 


jer death. 


Then please remave corbon papers. 


quires that the death certificate be executed within 24 how 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT HOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
ves(] noOj 


20a. ACCIDENT WAS UNDERLYING ‘20b, DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | ar Part Il of item 18.) 
OR CONTRIBUTING F) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


j20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour on, While. Not while factory, street, office bldg., etc.) | 
pm. 19 [ot work [J of work [] / { 
21.1 Jhat/| atte led the deceased fe a eo - Wel to. Ke 5 . 19SZathat | lost saw the deceased 
alive on nt TE Phare and fhat dedth accurred tA , from the causes and an the date stated abave. 
iS (Street, city or town, st DATE SIGNED 


howe, | o/ Deaths Panes VE wo, A re ee ecantes. Useuslin Rett... 
ewer Lin T/ PIS R BRRE: 


MEDICAL CERTIFICATION: 


by the hospital or attending physician. 


be detached far use os the burial-transit permit. 
the registrar priar to burial, cremation, or remaval, and in any event within 72 hoy) 


RECTOR 


iy 


s. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 


2 
2 

2 
seo 2p. BURIAL CHEMATION Wb. DATE THEREGF ic. NAME OF CEMETER¥\OR CREMATORY Td. LOCATION (City, town, or county) 

L T ‘ ¥ town, {State) 
pee BEAL 2-/ 9 ORGAN LAAPEL. CEM WocoRi NE ae 
Eo & = ] é = Ss 2 ih 

© , 


‘24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
a8, En A Ao» 
Bae LOATE ab AA Cott AG 


in 24 hours after death. 


Ss 


INSTRUCTIONS 


PHYSICIAN OR HOSPITAL: The !aw requires that the death certificate be execut 


The bottom copy may be retained by the hospital or attending physician. 


TO A 


ea 
‘6 
> 
a 
° 
8 


in _by the funeral director, the 


certificate has been executed by the attending physician and completely Mted 


death certificate assembly should be detached for use as a burial transit 


VS AISC 1-55 10M 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


103 SERTIFICATE OF DEATH 


12302 


Reg. Dist. No... 


PLACE OF DEATH USUAL RESIDENCE (HOME) OF DECEASED 


STATE 2 COUNTY CA R FO.L 


COUNTY CABRo Lk MARYLAND 
CITY Gh eusida commorae nts, wile RURAL TENGTH OF STAY 


Sn PNR URG | eyes 


HOSPITAL OR 
INSTITUTION OR 
STREET ADDRESS 


CITY (fi outside corporate limits, write RURAL end give neeres! town) 


row Fin ip SBUR & x 


STREET (il rural give locetion) 
ADDRESS 


3. NAME Fiest] oo. r (Lest) i 4. DATE = (Month) (Dey) (Yeer) 


mit, 


Wr 


Di: 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. Pt r 


TI] OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 


19e, DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION 


DECEASED oF : 

(Type ot Print) LIA M ECIA ( z LS DEATH Dec. ) ¥ » X 
COLOR OR 7. SINGLE, sie 8. DATE OF BIRTH 9. AGElest bithdey |_IFUNDERTYEAR |IFUNDER 24 HRS. 

WIDOWED, DIVORCED, Months Dey: | Hours 94 


a (Specity) IAB) ko SEPT. 10-7831 TS i 
ATION (Give kind of “a4 10b. KIND OF BUSINESS BIRTHPLACE (Stete or forsign country) 


f working life, even if 


la. USUAL OCCUP, 
cee during 


CITIZEN OF WHAT 


g fe | aks NAME Se deen ae 
KATE LI gif I dee iS 
LomA L- HUBBARD 


EDICAL CERTIFICATION 


16. SOCIAL SECURITY NO. 


INTERVAL BETWEEN. 
ONSET AND DEATH 


f2-HRS., 


225 Yites 


DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


IMMEDIATE CAUSE ¢ ULMaVvARY EDEMA 


but 3 
ISEASES Pa eae te ARTE Rie scrEReric C.U. DiI sense 


(c) 


TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


20. AUTOPSY? 


ves [] no [J] 


OR CONTRIBUTING [1] CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 


2id. TIME OF INJURY (Month) (Dey) (Year) (Hour) INJURY OCCURRED ‘ol 21. HOW DID INJURY OCCUR? 
ile 
at work 


Zila. ACCIDENT WAS UNDERLYING [] | 2ib. PLACE (Home, farm, fectory, ‘2lc. WHERE DID INSURY OCCUR? (City of town) (County) (State) 


Bra 


OF INJURY street, office blidg., etc.) 


Not white 
[et work 


M, 


BURIAL, CREMATION, 
REMQYAL (SPECIFY) 


DATE THEREOF 


12-30-56 


NAME OF CEMETERY O' mee fo 


Me THe Dist 


24. 


DATE 


REC’D BY REGISTRAR REGISTRAR’S SIGNATURE 


qvaand 


sh 


Ve nao 


12324 


WG. 


1, PLACE OF DEATH 
©. COUNTY 


Carroll 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


woe be BS ye 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence belore admission) 


°. STATE Maryland b.county Montgomery 


b. CITY OR TOWN (If outside corporote fimits, write | ¢. LENGTH OF STAY IN Ib 


RURAL ond give nearest town) 


je funeral director, 
iled with 


¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


13, FATHER'S NAME 


Lloyd C. Colliflower 


@ 
a , 
=> kesville lyr. 3 mos. Rockville 1S She’ 
2 3. NAME OF Ron {If not in hospital, give street address) d. STREET ADDRESS . IS RESIDENCE 
Xe] > OR INSTITUTION Sy ON A FARM? 
» ( pringfield State Hospital 109 Forest Avenue ves (] No & 
2 
oe 3. NAME OF Fint Middle low 4, DATE Month Day Yeor 
DECEASED s 2 OF 
Zs (ype or print Harriet Maynard Griffith beams Dec. 20 1p oe 
2 5. SEX 6. COLOR OR RACE |7. maRRIED [] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE {In years IF UNDER | VEAR| IF UNDER 24 HRS, 
Female White wipowen [X —_—bivorceo [J 11-1-77 ies aes all ar 
z 100. USUAL OCCUPATION {Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 / during most of working life, even if retired) AI U.S.A 
3 Clerical work Sis Maryland Buds 
3 


14. MOTHER'S MAIDEN NAME 
Lucrectia Ann Davis 


C. 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


"were {IH ye. give wor or dates of service) 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


17, INFORMANT 


Generalized arteriosclerosis with 


Address 


Hospital records 


INTERVAL BETWEEN 
ONSET AND DEATH 


months 


Then please remove corbon papers. 


ob 10 DUE TO 
Conditions, if any, which is 
gave rise to immediate 


cate (a), stoting the under- 
lying couse lost, tc) 


cardiac involvement 


-tronsit permit. 


Chronic brain synd 


200, ACCIDENT WAS UNDERLYING LT [30b. OESCKIBE HOW TI 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(UF EITHER, NOTIFY MEDICAL EXAMINER) 


cate has been signed by the ottending physician ond completely filled in 


nding physician. 
be detached for use as the buri 


MEDICAL CERTIFICATION 


by the hospital ar o} 


202. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, 120, (City or town) 
Hour a.m. While Not while neers 
p.m. 19 Jat work [J ot work (J 


21. | certify that | attended the deceased fram___.2-13___...__, 1922_, =e 1920__that | last saw the deceased 


., and that death accurred oth. Os 20P mo, fram the causes and an the date stated above. 
or town, state) 


Pact Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Na)| 19. ioe 
ome, associated with. 


MED? 


irculatory distur bance with ves] no(] 


TORRED. (Enter so injury in Port t or Part Il ei "horn if 


{County {Stole) 


ty, street, office bidg., ele. a 


DATE SIGNED 


12/21/56 


ADDRESS = <i 


halal 5 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death. Page 4 
the registrar prior to buriol, cremotion. or removol, and in ony event within 72 haurs 


alive on___22=20 ‘ 12.26 
ACTUAL 
SIGNATUR £ig M.D. 5 
¥ 3 PHYSICIAN'S S 4 
exe NAME (Type! NY 74 el preaetitdd bf 
Bg0 22a. BURIAL, CREMATION, | 22. DATE, THEREOF Zac. NAME OF CEMETERY OR CREMATORY 
SPS or pie } 
Seis fats y SE At. Garme 
M4 FUN EC } ADDRESS, 
LL Wd. 
Yeayss f BL: on be 


7d. 577) ION (City, town, or county) {Stote) “ 


emetery a (o. Nd, 


‘240. REC'D BY Seerat ‘Dab, REGISTRAR'S SIGNATURE j 
vate /2- 24S 


6. Ntttes Ltn 


" MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12325 CERTIFICATE OF DEATH 


12304. 


Reg. Dist. No. ES) 


ss 
3 3 fli, Coie a jag * ewes (Where deceased lived. if inttitutian: Residence before odmission) 
8 3. b. COUNTY 
3 2 -——~ Carroll AARIEANe Maryland Carroll 
3 g i a b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside carporate limits, write RURAL and give nearest tawn) 
S55 (  [y)  Ny RURAL and give nearest town} 
ea ey ears Rural-faney Keymar Pas 
wo d. NAME OF HOSPITAL (If nat in haspito!, dd STREET RE y, 
~@- ca QR NRSHTUTIOR oe een tenentOn: ING stteat dere) i led {Te Brea Canes 
4 YES$] NOT} 
3. NAME OF i i 4, DATE 
& NA oe First Middle lost DA Manth Doy Year 
3 (Type oF print) Lawrence He Hahn kath ~=—sdDecember 19 19 56 
s IF UNDER 1 YEAR IF UNDER 24 HRS. 


‘5. SEX 6. COLOR OR RACE } 7. MARRIED i] NEVER MARRIED Oo B. DATE OF BIRTH a Padua 
Male White |woowe —_oworeero) |Nov. 2, 1876 Sotelo 


Min. 
a2 10a. USUAL OCCUPATION, (Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar fareign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
gs during most af working fife, even if retired) 
cf Farmer Own farm Maryland U.S.A. 

8 Ss A FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

So 

= 4 William Hahn Alice Morningstar 

3 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

(fe, 90. oF unknown) Ht 70s, give wor ov dates of service] 

nN no 217-36-2573 Mrs,.Lawrence Hahn, Keymar, Maryland 

S- Te. CAUSE OF DEATH [Enter only ane couse per line far fo), (b). ond (¢).] INTERVAL BETWEEN 
ai = DEATH WAS CAUSED 8) ay oe (ONSET AND DEATH 
§ ; IMMEDIATE CAUSE wo 

= j DUE TO 


Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTORSY 
yes(] not] 


200, ACCIDENT WAS UNDERLYING C 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part I of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Stote) 
How 9. p. While Nat while factory, street, office bldg., seh 
. m, 1 fat work [7 at wark Al 


21.4 certify that | attended the deceased fram, CH 2... 19.56, ile LF... \.4G. that | lost sow the deceosed 


, and that death accurred a ae Pe fram the causes and an the date stated above. 
ADDRESS {Siyee, city or town, stote) DATE SIGNED 


Mo. tine 7 Yi LD a? fey 320°% 


icate has been signed by the attending physician and campletely filled i 


ending physician. 


‘jal, crematian, of remaval, and in any event wii 
> 


be detached far use as the burial-transit permit. 


d by the hospital or 
ECTOR: After this ce! 


g e 
sheiregitior priar 16; Bae 
— 


ACTUAL 
SIGNATI 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death cerlificate be executed within 24 haurs after death: Poge 4 


PHYSICIAN'S: EZ) hs. 

res NAME BE het . Cl 
syo [220. BURIAL, CREMATION, | 22. DA TE THEREOF] 220. NAME OF NAME OF CEMETERY ORC CEMETERY ‘OR CREMATORY 72d. LOCATION (City, tawn, or caunty| State) 

Zz ) ¢ i] 
=> & ae ot 
& = & Sv Maryland 

rs 2ho. REC'D REGISTRAR | 24b. LES: ae SIGNATUI 
S AS (4) r an Ran j 
en wes BEE OR iae P — 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12326 CERTIFICATE OF DEATH neo. ed 5 


1 lige? OF DEATH 2. “ae (Where deceased lived. If institution: Residence before admission) 
0. c o. b. COUNTY. 
Carroll ed Cong? Maryland Montgomer 


b. CITY OR TOWN (iF outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neores! town) if : 
Sykesville 20 days Silver Spring />- a 


<. NAME OF HOSPITAL (If not in hospital, give street address d. STREET ADDRESS IS RESIDENCE 
OR INSTITUTION ae : © Ones ene 


4 treet yes (NOG 


3. rae Middle lost 4. Cog Month aa Yeor 
{Type oF prin) Carroll Anthony _ HOLT | DeaTH December 19 56 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER ive 7 UNDER 24 HRS. 
M lost birthdoy) [Months Min: 


W wivowen fr] ovorceof]) | January 1, 1884 T2 om. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


~—/| Electrical Engineer District of Columbia USA 


1 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Richard Holt Rosella Mamyette 
16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
(ras, 80. or unknown) tt Ye Give wor or dates of service) 
No Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] eee prone 
AND DEATH 


PART I. DEATH MPOIATE canst op _COrebral thrombosis hours 
DUE TO 


Conditions, if ony, which w__Cerebral arteriosclerosis ears 
gove rise to immediote 
. stoting the vader- OUE TO 


zit iecuse lost. o__ Generalized arteriosclerosis ears 


Past Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Se iol 


Chronic brain syndrome with organic brain disease ves] NOR) 


20c. ACCIDENT WAS UNDERLYING Cor 2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING (1 CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED 2e. PLACE OF INJURY (Home, farm, + 20f. (City or town) (County) {Stote) 
Hour a.m. While Not while foctory, street, office bldg., ete.’ " ' 
pom. 19 Jol work [] of work [J 


21. 4 certify that | cttended the deceased fram._November 28 1956 a that | last saw the deceasec! 
alive on. December 17, __, 12.26 ., and that déath occurred at.0230 Am, fram hee causes nae on the date stated above. 


ADDRESS (Sireet, city or town, stote) DATE SIGNED 
mo, Spr ingfs sph 
accu Agustin del —— OLA 
Rae "Prod TS YIN 
FUNERAL DIRECTORS si NAY ey 24a. REC'D BY REGISTRAR | 24. REGIST ie 
- / a $9 0/4) AC 6 @.., 


e funeral directar, 


shauld be filed with 


o 


Pages 1 anw 


jease remave carbon papers. 


Then 
the registrar priar ta burial, crematian, ar remava!, and in any event within 72 ye death. 


ransit permit. 


SG 


MEDICAL CERTIFICATION: 


~ 
© 
8 
© 
z 
3g 
3 
s 
. 
5 
J 
z 
= 
a 
¢ 
£ 
= 
9 
2 
B 
3 
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o 
° 
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2 
3 
2 
€ 
8 
£ 
8 
2 
© 
= 
3 
= 
3 
#3 
ca 
3 
z 
cs 
° 
2 
fe 
3 
3 
4 
ro 
a4 
=x 
a 
9 
Zz 
< 


by the haspital or attending physician. 
CTOR: After this certificate has been signed by the atlending physician and completely filled in 


e detached far use a: 


a: 


page 3 sha 


may be r: 


TO FUNER 


ag TO HOSPITAL OR 


£ 


ermal 


MAS YSHP STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


tem 7, Film 0209, 1/7/87 fcyCERTIFICATE OF DEATH 1230 


te Reg. Dist. No. 
3 = oo ie PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmittion} 
{ °. 3 
53) Carroll MARYLAND Maryland b COUNTY“ Belbo. City 
ar) 8 b. CITY OR TOWN [If outside carporote limits, write | ¢. LENGTH OF STAY IN 1b. c. CITY OR TOWN {If autside corporote limits, write RURAL ond give neorest tawn) 
3 RURAL and ore se town) 
tog Sykesvi s.7mos.18 lays Baltimore ; ? 
2 ee a ae (Jf not in hospital, give street 13ye d. STREET ADDRESS e. PREA 
BS Soringfield State Hospital Unknown ves [] No CF 
2 
o 3. NAME OF Pod Middle Lost 4. DATE Month Day Yeor 
— DECEASED ‘ OF 
4 {Type or print) Peter HONEK DEATH December 25 56 
3 19 
8 
2 


5. SEX 6, COLOR OR Jom 7. a NEVER one TD |®. DATE oF BieTH a PAR Eny yes IE UNDER 1 YEARIIF UNDER 24 HRS. 
los 4 Mit 
Male White soon PE Vorceo Unknown 69 2m. ee a 
100. USUAL OCCUPATION (Give kind af work done] 10b. OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) v 
Lttth#ee-- Poland Poland 


13. FATHER’ ‘s NAME 14, MOTHER'S MAIDEN NAME 


Uninow Unknown 


aN 15. WAS DECEASED EVER IN U. S. ARMED FORCES? }16, “She SECUR! NO. |17, INFORMANT Address 
, | U¥e8. 20, oF unknown) UIE yes, give wor or dotes of service) 
a J No Springfield Hospital records. 


18. CAUSE OF DEATH — ‘only one cause per line for {a}. {b). ond Es 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


Le DUE TO 


Conditions, if any, which 
to immediote 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon papers. 


heart disease 


" DUE TO 
Sesheainnd oe Generalized arteriosclerosis 


ansit permit. 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. By cet east 
Schizophrenic reaction, paranoid type. vest) nocy 


20a, ACCIDENT WAS_UNDERLYING 2) 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port I or Port Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH. 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Boy, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY [Home, jeres 120. (City or town} {County) {Stote) 
Hour a. f. White. __ Not xii foctary, street, office bldg., 
p.m, W Jot work [) at wark " 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
MEDICAL CERTIFICATION 


d by the haspital ar attending physician. 


= 


ECTOR: After this certificate hos been signed by the attending physician and campletely filled in 


be detached far use as 
the reglstrar priar to burial, cremation, or remaval, and in any event within 72 hours after deoth. 


z so Migcan's Walther H. Sonnenfeldt M.D. é, Sykesville, Maryland 

3 a2 ei meme OF CEMETERY OF-< a cry 724. LOCATION (Cityctgnm or county) (State) 

f "- ‘ : cee rs s s 2a, REC'D BY pete Lite PEK a : 
Bae Lid Zeke 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 30 4. 
2298 CERTIFICATE OF DEATH Reg. Dist, No. 


ad 


Mae: 
S 3 a “ 1 Hetil a a bes nome {Where deceased lived, If institution, Residence before admission) 
oy 8 \ °. °§ b. COUNTY ; 
- 3?2 M ) Carroll rte se ryland Montgomery v 
£ A. / b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits. write RURAL ond give nearest town) 
§ ss.) RURAL ond give nearest town) ; 
> Ez ~|_ Sykesville 1% days(10 Silver Springs,Md, : 
< re 7 d. NAME Of HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e i RESIDENCE 
co] - 7 ‘OR INSTITUTION ON A FARM? 
3 LS) Q 9504 Riley Road ves 

2 

3. NAME OF First Middl ‘4. DAT! 

5 Pee i iddle Lot DATE Month Dey Yeor 

a (Type or print) Mary Ann Horn Beaty 12 8 19 56 

. 

o 

é 


5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (in yeors [FUNDER 1 YEAR[TF UNDER 24 HAS. 
F W wipowen [3 pivorceo [7] 2-2-76 BO a. gs erg er ed 

Tos. YSUAL rans [Give Kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (State or foreign county) 2. CITIZEN OF WHAT COUNTRY? 
Housewite Own home Maryland U.S.A. 

13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 

Nargaret Anne Hodgkins 


a WAS. cae es U, S. ye Koes | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ja, oF vee You pio wer or dibs ol veo) 

‘unkn waka none |Hospital Records 

1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] 


T 1. DE, f 
PART I. DEATH Wes caustD Fr Bronchopneumonia 


ays x DUE TO 


~ 


jors ofter death. 
aR 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon papers. 


|, cremation, ar remaval, and in any event within 72 


< Conditions, if ony, which wo. 

E goye rise to immediote 

&: catse (0), stoting the under: Est 

= lying couse lost. el 

5 Pars Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19, WAS AUTOPSY 


PERFORMED? 


Chron, brain syndr, assoc.with arteriosclerosis with psych,reaction:s ves) no (FF 


200. ACCIDENT WAS UNDERLYING []_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome, form, | 20F, (City or town) (County) (Stote) 
Hour. m. While _ Not while foctoty, street, office bldg., “| 
p.m. 19 Jot work [J] ot work (J 


icate has been signed by the attending physician and completely filled in 


nding physician. 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed wilhin 24 ha 


a 
£ 
go 
3.28 
pee 
= o 
zs 2 = 21. 1 certify thot | attended the deceased from,_____. orio=__., 19. 56, to... 856. = os , 19.._..,thot | lost saw the deceased 
é a 35 hp ond thot deoth occurred ot 4.230_P.M, from the couses and on the dote stated obove. 
2 2 Bo ADDRESS (Street, city or town, stote) DATE SIGNED 
a Al 
peed / SENATOR QWspringfiald State Hospital ______.. 12-850... 
yo 
.: NAR thy) fas Sykesville, Mi 
2 220. BURIAL. CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or count cae Grote) 
32 g2 eye te aml 12/11/56 ABBEY MAUSOLEUM ARLINGTON, VIRGINIA 
ott 
= 


El 
ZB yFUNERAL DIRE NAY ADOREETL.VER SPRING, MD} 240. REC‘ By REGISTRAR 2a, REGISTRAR'S SIGNATURE 
15 (4) Mase aN Hie See 2 =5b het alee) 


vs 
15 


=> 
S 
ray 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 5 ( 6 
42299 — CERTIFICATE OF DEATH wate ta 


2, USUAL pe ee {Where deceased lived. If institution: Residence before admission) 


°. ef . aah d. ’. COUNTY = all 


c. CITY OR TOWN Alf outside corporate limits, weite RURAL ond give nearest town} 


PAS ST EAD 


r a ‘ 
3 ful [1- Ptace oF oeata 
3 COUNTY 


MARYLAND: 
AKA 


b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN 1b 
2 RURAL ond give nearest town) Z 
x HAND ZAD ad C74 eth AD 


d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION . ON_A FARM? 


Os. MAiy SF Sol mi fPrnin Sx _! vO) NOB 
3. NAME OF + First Middle Lost 4, DATE Month Doy Year 

Beene LCA DA ARI ACOSK- EMe tom Decembed 17 wb 
5. SEX 6. COLOR OR RACE 7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH %. AGE. (in year IF UNDER | YEAR] IF UNDER 24 HRS 

; ; Ace HR 

Fe na fe Wh ife_jwooww ph ovoreotO | Suv E 22,/FSR G91. ees calles “ 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mos! of working fife, even if retired) A 
OL OMe Ela pocd- 1S Avs 
—— 


e funerol director, 


‘thin 24 hours) after death. Page 4 


Pages | and'2 should be 


lificote has been signed by the offending physician ond completely filled in 


deoth. 


14, MOTHER'S MAIDEN NAME 


ER /fargyn /URRY PACEY. 
16. SOCIAL SECURITY NO. |17, INFORMANT Address 
fe, 80, oF vel re, give wor or dates of tervice] ‘. 3 
OL_wo = None A/S > | 2 ML AD SIL 
18. CAUSE OF DEATH (Enter only one cause per CL. tb). ond (€).) ; 
Aer AT ES SEU rowre yo Lar dy 


Apel eb: / DUE TO LG 
Conditions, if ony, which (e) Lo AMA) = Bbielen es ‘ Caaasbas 
gove rise to immediote buE TO 


cate (0), stoling the under- 
lying couse fost. (e) 


thal the death certificote be execuled wi 
Then pleose remove carban papers. 


ires 


x 

g 

£ 

eG 

3 

s 

: 

3 

rae 
= ae 
fstse 
28 6° a Paar Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
PECTS = , 
ised Ols NS ee ves) NO: 
Foes © [200. ACCIDENT WAS UNDERLYING [) 1206. DESCRIBE HOW INJURY OCCURRED. (Eater nature of injury im Por | or Par Il of item 1B) 
Sine.  ] OR CONTRIBUTING L CAUSE OF DEATH a 
Zeg2s © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
Ss5es & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, form, | 20f. (Cily or town) (County) {Stote) 
Folgs 3 Hour o.m. 1p — [White Not while foctory. street, office bidg., etc.) ! a pres ae eh 
Raz. s = Pom, lot workf5] ot work—F t 
O58 % : = 
Ze 21. | certify thot f attended the deceosed from L/tbhey I, WHE, tonLket! LZ... 19LB. thot | lost sow the deceased 
a Fs: 2A 
B. ee2 alive ome? LZ oe wie .., ond thht death occurred otiZoM, from the causes ond on the dote stated obove. 
ESOS. | , SS (Sireet, city or town, state) DATE SIGNED 
<550~ ACTUAL D7, : 
Bh ot | SIGNAPURE oe. Oe ae MO. nn ALE ath LAS PSE 
i) & 
, 3 5 1 
moses : 4) _ SOE SP Ls 
x ob a a EE Ee ES 
$ 4 4 na ° Bo. Nie, cee ‘2b, DATE THEREOF Lz ‘Zc. NAME OF CEMETERY OR CREMATORY. 72d. JOFATION (City, town, or coydiy) (Stote) 
>> BS RAMOVAL (Speci eo a 195 
= 
ofoee MAd fab AE a a Het An 
- 
4, 


Oe a MT 
wt < (RSC ToL Hatcpa 


a 


ee Ad ——1 et 
‘2ab_ REGISTRARS SIGI ye 
vate & 19NCWNex pierS DOR, 
Y / 


ith 


il 


e funeral director, 


2 should be filedow’ 


te be executed within 24 houry ofter death. Poge 4 
n papers. Poges } ond 


euge 
= Q 
54 € 
5 £ 
§ 

£ ¢ 
2 8 
3 24 
° € 
2 5 
= gf 
= =£& 
° 

<= 


ires 


CTOR: After this certificate hos been signed by the ottending physician ond completely filled in 


OR ATTENDING PHYSICIAN: The low requ’ 
by the haspital or ottending physicion. 


poge 3 should be detoched for use os the burial-tronsit permit. 
the registror prior to buriol, cremotion, or remaval, and in ony event within 72 hours ofter death. 


TO HOSPITAL 
moy be re 
TO FUNER. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12309 
12330 CERTIFICATE OF DEATH neg. ois. No. 


1, PLACE OF DEATH 2. bie) “aes ICE (Where deceased lived. If institution: R nce before admission) 
. COUNTY 


b. ae OR TOWN IF outside seaigebadd limits, weite | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outtide ALL limits, write RURAL ond give nearest fown) 
it 


ond give ye SPsé ae 


Z fit 
‘d. NAME OF HOSPITAL {iF vot In hospital, give sires Odeon) . STREET tents ©. IS RESIDENCE 
OR INSUITUTION ON A FARM? 
Liked Mt Dulas Prue mE) NOB 
3. NAME OF Middl jt 4, DATE Ye 
DECEASED OI. le 2 Lost oF Month Doy fear 
(Type or print) LL yy Lt 0 . DEATH lod (iA 


9. AGE (I 
vA Hess 


yrs. 


IF UNDER 1 YEAR) IF UNDER 24 HRS. 
Hours Min. 


5. SEX 6. COLOR QR RACE 7. MARRIED PANEVER MARRIED [-] out DATE OF BIRTH 
4, : 
Ly 2 Le) winowen [J bivorceD [J Beh ($-1F 77 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE a ee a ia 12 
during most of working life, eyen iF retired) 


12. CITIZEN OF WHAT COUNTRY? 


USA. 


LY pap P 


V4, C2 MAIDE! IE. 
———s 
@ 
a lag. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
— 2 
vo 4 easetrtatls decol 


18, CAUSE OF DEATH [Enter only ane couse per li ). (b). ond {c). INTERVAL BETWEEN 
ONSET DEATH 


PART J. DEATH WAS CAUSED BY: ’ 
IMMEDIATE CAUSE (6) 


“id Ue DUE TO , 
Conditions, if ony, which i [beeby 
gove rise 10 immediote| 4 


cose (a), stoting the under 
lying couse lost. 


Pant I. OTHER SIGNIFICANT ae CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ae: ee 


ves] NO p= 


(ox, n0, oF unknown {iF yes, give wor ov date oF 


20a, ACCIDENT WAS UNDERLYING o. 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEAT! 
(IF EITHER, NOTIFY MEDICAL EXAMINER), 


j20c. TIME OF INJURY Month, Oay, Yeor | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F, (City or town) (County) (Stote) 
Hour o.m. While Not while foctory, street, office bldg., etc.) 
p.m. T19 _ let wookfpat work Ag H => = 


attended the deceased from, v 2 042 to. ay ae ee 19-¥_@ that | lost saw the deceased 
SAS 5 lew, wd ind that death occurred te /-_M, from the causes and on the date stated above. 


SS (Street, city eA Hote} Doth "AG 
ae 


De.N EOF | 20: NAME PF CEMETERY OR GREMATORY OW OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) 
(Specify = i 
LAAs -$6 LAY D-tutee — | Ze tay 


MEDICAL CERTIFICATION, 


ISTRAR xn REGISTRARS SIGNATURE 


rb ob IY A - 1 APY Lh 


$A nvTUne 


aww fe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 93 i 0 


42306 CERTIFICATE OF DEATH a 


se 

3 F fi .n eR 7 ya RESIDENCE (Where deceased lived. If institution: Residence before admission) 

= ©. 08) b. COUNTY 

é MARYLAND = 

32 LARRO Cirle te AUD ALLO 

Be b. vies Town ‘outside corporote ce write ]e LENGTH OF STAY IN 1b ¢. CITY OR TOWN {if outside corporote limits, write RURAL ond give neorest town) 

& ‘ond give neorest town) ory 

€ ) 

$3 MALS FEO GSH os, L020 01 2. fap / 

oD * NAME OF HOSPITAL (If not in hospitttir give street sre) d. STREET ADDRESS eis FESIDENCE 7 
“ OR INSTITUTION. gD ON A FARM? / 

LOW z SOE. LOL Zou ves [] No Ee 


Middle Lost 4. DATE Month Ooy Yeor 


3. NAME OF First 
DECEASED AIVNA- MRE — = beat AFC, 3 wSS 


5, SEX 6. COLOR OR RACE |7. MARRIED} NEVER MARRIED (_] | 8 OATE Ap BIRTH 9. AGE (In yeors [JF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost oe Sule Months] Days [| Hours] Min. 
Lemp LTE |weowns @- _owonceo) | MAY 1) EEG 


CE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


100. USUAL Wal ee ans kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTH! 
“ durjng most of working life, even if retired) a 
/__Z =L ARRO o VA, 


14, MOTHER'S MAIDEN NAME 


DYNA LOUK A OURSLER 


OHM WewEY Multia _| 
Oe was nine lg uv. 5. pas ysl 16. SOCIAL SECURITY NO, 17. INFORMANT Address 
fet, NO. OF unknown) [If yes, give wor or dotes of servic 
— US POT LOYMEL MES TUTE Ll 


18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b). ond {c). ] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: (as a A TAhcnlooea: ONSET AN! ee 
_ IMMEDIATE CAUSE {o}__ aie Bs Jy = ty 


Pages 1 ana 


\ 


ithin 72 hours after death. 


“idl 
— 


( 


Then please remave carbon papers. 


é / DUE TO 


Conditions, if any, which ry Soe ti Ee ee — > pa ? 
gove rise to immediote 

cate (0), stoting the under. ( CUETO 
lying couse lost. fe) 


Farr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 
ves] nol) 


20a. ACCIDENT WAS UNDERLYING (]_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) Tee 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, | 120F. (City or town) {County} {Stote) 
Hour. m. While Not while foctory. street, office bldg., ete.) 
pom. 1 lot work (] ot work [J H 


21. | certify that t ottended the deceased from_/ 2 7 2, WZ, to 6-223 ee. , 19S.Gthat | lost saw the deceased 
olive oe ie Te oe en WG, ond that death occurred ott _M, from the couses and an the dote stated abave. 


ADDRESS (Street, city ¢ or town, st a ae? SIGNED 
: Z 
wo. LV ae Aan catce Ue (Eine ae & 


MEDICAL CERTIFICATION 


: After this certificate has been signed by the attending physician ond completely filled in 
, erematian, or removal, and in any eve 


by the hospital or attending physician. 


ECTOR: 


ba 


pee ‘< E 
meseuns C14, (30 SA y2 


Ro. ipa CREMATION. ‘2b. OATE THEREOF 27c. NAME OF CEMETERY @R-EREMATORY 72d. LOCATION (City, town, or county) (Stote) 
is : 
&) , LEI 02, SHEA TYME TE LG. 


pt DIRECTOR: 'S SIGNATURE. R ‘és. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE , 


page 3 shauitd be detached for use as the buriol-transit permit. 


the registror priar ta burial 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hourg after death. Page 4 
moy be r 


ay 
TO FUNER 


ga 
ae 
3 
tars 


DATE 


ani 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12311 
12232 CERTIFICATE OF DEATH ee Ne 


\ 1, PLACE OF DEATH 


<i 
3 = ACE OF 2, USUAL RESIDENCE (Where deceored lived. If istiution, Residence before odminion) 
¢ +4 6. b. COUNTY 
328 f~ Carroll ee aryland Carroll 
=o ~\ 
re) f b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
55 M RURAL ond give nearest town) 
£2 \ i bP 6 Yrs Woodbine P. 0. 
© 2 fas d. ps a (If not in hospital, give street address) d. STREET ADDRESS e. tee Drege / 
. Day, Md, Day, Md. ves DKNO 
°° 3. NAME OF First Middle Lost 4, DATE Month Day Yeor 
- DECEASED => OF 
F fiype oF pent) HENR LR ZA DEATH December 12, 19 56 
2 5. SEX 6 sobs RACE 17. MARRIED [] NEVER MARRIED [] | 8 OATE OF BIRTH %. AGE {In yor IF UNDER 1 YEAR| IF UNDER 24 HRS. 
oot bhey 
é JA winowen  oivorceeog] | Feb. 17 » 1887] 69m. 
a2 1a. USUAL OCCUPATION (Give kind of work done] 30b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {(Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
gs during most of working life, even if retired) 
es /|___ Woodworking Casket Még. Baltimore, Md. USA 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
86 J Charles W. Krich Catherine Meyers 
2 
ts 
g 


15, WAS eine Pree Iy ese eee 16, SOCIAL SECURITY NO. |37, INFORMANT Address 
3.10. OF unknown! If yes, give wor or dotes of vervice 
No = 212-18-5805 Mr. Walter Ruby Woodbine P. 0., Md. 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c}.) 


. . 4 2 ONSET AND DEATH 
PART. DEATH WAS CAUSEDBY: "4 BL oMALY TAL bm Basis) Bagh t HE miplesin 


Yu of Due To FCS 


Condon, i ony, which) Lrlernsclerssts, AWEnTM, fara lyses Ajit 6 ZDEGSE 
gove rise to immediate 


co¥se (0), stoting the under. ( OVE TO 
lying couse lost. (o). 


Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3{a). 


. Then 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hi 


1n signed by the attending physician and campletely filled in 


19, WAS AUTOPSY 
PERFORMED? 


yes] Not] 


nding physician. 


200, ACCIDENT iio ences ote ia 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
‘OR CONTRIBUTING [J CAUSE OF DEATH: 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INSURY OCCURRED — [20e. PLACE OF INJURY IHome, farm, 1 20F. (City or town) (County) (Stote) 
Hour o. m. While Not while. factory, street, office bldg., etc.) ! 
p.m W lot work (J ot work [J 


H 
21. | certify bale the deceased from.___. i e 19... ta__€°€. _------, 19-7§.,that | fast saw the deceased 


MEDICAL CERTIFICATION 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


by the haspital ar a! 


alive an__ /&. (3 ae _. 12 __, and that death accurred at_7_fA_M, fram the causes and on the date stated abave. 
a ADO RmaS/Sitea yor Soap ore) DATE SIGNED 
ACTUAL vu - y See 
my } SIGNATUI cae a “ MD. nnn “fhe: Bi Loe Je 
t 
ay PHYSICIAN'S 
ees Lo 26 a ee a ee a . eeS 
Sse Mo. BURIAL, CREMATION, | 22. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (State) 
¢ z> REMOVAL (Specify) 
Aa Buria C 6 Glen Haven Baltimore, Md. : 
eo 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2h. REC'D BY REGISTRAR | 24D. REGISTRAR'S SIGNATURE / 
_ 4 th 
YEAS (a) JOHN F. DENNY, INC. 715 Light St. I) eM 1 J 19 Vf tag, Tot-L Mert 
— Balt OTe, ma. ii i 


— 


in 24 hours after death. 


1 ec 3 1 fo 


3SFRTIFICATE OF DEATH en iy 


PLACE OF DEATH » USUAL RESIDENCE (HOME) OF DECEASED 


COUNTY Carro } MARYLAND STATE Maryland count’ Earrol) 
CITY {If oulside corporate limits, writg RURAL LENGTH OF STAY ey {it outside corporete limits, write RURAL end give neerest town) 


OR and give neeres! town) (in this place) 
TOWN Bo TOWN 


i at / aa Oe é Ves et aney town 
HOSPITAL OR STREET (it rural giva location) 
INSTITUTION OR O ADDRESS 
STREET ADDRESS. 


3. NAME OF (First) (Middle) {Last} 4. DATE (Month) [Day) (Year) 
DECEASED oF 


int) 
(ypa or Print) Ru . = Ee DEATH i 


Ha 
5. SEX %._ COLOR OR 7, SINGLE, MARRIED, @. DATE OF BIRTH 9. AGE lent birhday | IFUNDERT YEAR [iF UNDER 24 HRS, 
RACE WIDOWED, DIVORCED, | ial bet 


(St 
Male | White see ngle 69 yn. 
10a. USUAL OCCUPATION (Giva kind of work 10b. KIND OF © ag tO i hee 11, 1887 (Stata or toreign country) 12. er WHAT 


dona during most of working life, evan if OR INDUSTRY 


ind Farm Laborer eneral farming 


13, FATHER'S NAME | a \OTHER’S MAIDEN NAME. 


Rufus Krug _ Pri#iilla Knipple 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT & ADDRESS 


(Yas, no, of unk.) (IYas, giya war or datas of sarvica) 
‘ it 219-20-1316 Mrs. es { 


ese 
18, MEDICAL CERTIFICATION INTERVAL BETWEEN 
1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


>) se IMMEDIATE CAUSE (a) Intracranial Hemorrhage 12 days 
ANTECEDENT CAUSE(S) DUE TO 
DISEASES OR CONDITIONS, IF ANY, (8) Cause undetermined 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. DUE TO 


ie] 

11 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THI 
DISEASE OR CONDITION CAUSING DEATH.. 

Wa. bye OF OPERATION | 19b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


ves [[] NOX] 


21a, ACCIDENT WAS UNDERLYING [) | 2b. PLACE (Homa, farm, factory, 2ic, WHERE DID INJURY OCCUR? (City or town) (County) {Stete) 


= 


pe 


te be swecusalfh 


filled in by the funeral director, the third copy of this 


death certificate assembly should be detached for use as a burial transit permit. 


VS AISC 1-55 10M~ 


ian and completely 


INSTRUCTIONS 


C 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY strest, offica bldg., etc.) 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day) (Voor) (Hou | Zia. INIURY OCCURRED [ 
Not whila 
Miplisivea. lel) Sarees el 


22. | hereby certify that | nes the deceased from.. Dec By alpen 6. to.. De bet Oe! 56. .. that | last saw the deceased 
alive on... D&S. 12 if 9... 08 .. and that death occurred + 450m, from the causes and on the date stated above. 


SIGNATU! ADDRESS (Street, city, town, stata) DATE SIGNED 
Le, ae “yok “Ve nv.49 Frederick St. Taneytown, Mds 12/14 


23. BURIAL, CREMATION, DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (Clty, town, or county) (State 
REMOVAL (SPECIFY) 


Burial 12/17/56 Reformed Cemetery Taneytown, Maryland 
p <9 1879 gla 3 > aes Asy INERAL DIRECTOR'S SIGN, 


8 1956 


2. HOW DID INJURY OCCUR? 
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certificate has been executed by the attending phy: 


TO ATTE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 2 3 1 3 
12333 CERTIFICATE OF DEATH 


wd 


x Reg. No. 

g 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission} 

By 0. COUNTY Carroll eee Jane b. COUNTY Carroll 

3 8 b. se Coote a “faces corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

$2 x Rural, “Westminster 25 Years Rural, Nr. Westminster, Md. 

» 2 d. Bre pr ere . not in hospitol, give street address) og. STREET ADDRESS | e San re 

6. Westainster, Md. R.D.7 Westminster, Md. R. D. 7 ves Re 

é 3. boa First Middle lost 4 ig Manth Day Year 
3 (Type or print) Jacob Erven Leese DEATH 12/ 10/56 19 
a 
é 


S. SEX 6, COLOR OR RACE 
Male White 


10a. USUAL OCCUPATION (Give kind of 
during most of working life, even if retired) 


7. MARRIED [-] NEVER MARRIED [-] | 8 DATE OF BIRTH * tomb = Morte bor | ee tie 
lost came Months] Days | Hours] Min. 
wiDoweD fj Divorcto [] 13/1882 ye 


12. CITIZEN OF WHAT COUNTRY? 


£ work done! 1! nO ae BUSINESS aaays 11. BIRTHPLACE (State or foreign th 
3 Laborer Tey acta se had| Yowk County, Pa. UeSeAc 
I 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Jacob Leese Iamande Schafsr 


15, WAS DECEASEDEVER IN U. S. ARMED FORCES? | 16, SOCIAL SECURITY NO. |17. INFORMANT FOr x + LLEAR ‘Address 
es, 2e, oF unknown} {IC yet, give wor or dates of vervice) 
No Jacob J. Leese, R.D.7, Westminster, Md, 


18. CAUSE OF DEATH [Enter only one couse per line far {a}, (b). ond {¢) 


PART §. DEATH WAS CAUSED 
IMMEDIATE CAUSE e 


peed DUE TO. 


Pade a4 TWEEN 
ba iat DEATH 


Then please remave carbon papers. 


: The law requires that the death certificate be executed within 24 haurs after deoth. Page 4 


CTOR: After this certificate has been signed by the attending physician and completely filled in 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours 


sesichoag sa 4 oY 
K Foot 0“Z 


= Conditions, if ony, which 
E gove rise 10 immediote 
& cot¥se (a), stoting the under ue J} 
Se lying couse lost. a 
£26 a Pamt Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART V(ol]1¥. WAS AUTOFSY 
nes - 
£33 s yes] Ne 
Poa © [20a, ACCIDENT WAS UNDERLYING (1 __ | 206. DESCRISE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port Il of item 1B.) 
is & | OR CONTRIBUTING [1 CAUSE OF DEATH 
aese & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
2stes g 20c. TIME OF INJURY Month, Day, Year [ 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm. | 20f. (City or town) {County} (Stote) 
Ssee 3 fs Sa a While Not while foctory, street, affice bidg., wc 
= SE? 2 Pm, 19 jot work (J ot work, (] 
©f5s ° g : 
23 21. I certify thot | attended the deceased framaged rs LY ~, 1aSZ, tog Le., WSExthot | last sow the deceased 
Zsey 
ot 3 alive on. ga SS, 128, as, 6nd that deoth accurred at_ (7.4, from the couses and on the dote stated obove. 
E in 3 3S (Streg), city oF stote) 
nu Sra dicgpetad WC 
9 
ae <2 |AME (Type) KAL¢h LCA ‘ 3 ia a ee Se ee ss ae ee 
aS go = 5 
& Zo. BURIAL CREMATION, | 220. DATE THEREOF AM BiERY OR cRewata, 10¢ wn, ay fe 
958 OVAL Spec) ae Baytholamen Cemetery | irs WEnGVER, V8 Ei Gounty™ 
ofo® bed Bi ae 
° 
ee 


Sa 
= 


z 
= 
— 
& 


bis a ce a ae Daa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATI 
7 By y y iittiestoms Pa. Palageaalee a 4 be ype 
AA Lia Ls ee ee  n/ pare / Ads lis 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12334 CERTIFICATE OF DEATH 


at 


12314, 


Reg. Dist. No. 


ss 
33 1 ae 2. USUAL RESIDENCE (Where deceased lived. I ititution: Residence before admision) 
=o a sf A Ou MARYLAND i b. COUNTY -) fe 
ts f 4 = yA § Phi. = 
ci Mi j b. CITY OR TOWN (If oulside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits. write RURAL ond give nearest town) 
rN RURAL ond give nearest town) # i : ' e 
= —% LS: i\VDb3> WESTMINSTER 
22 1g: NAME OF HOSPITAL (If not in hotpitl. give ie oddrens d. STREET ADDRESS . 1S RESIDENCE 
= ON A/FARM? 
6: / NS = = =e ieo 
2 eee eee eee 
6 3. NAME OF First — 4. DATE ee x 
- DECEASED Le WV B E | E Sy f Hy Z fear 
3 {Type or print) DEATH 19 us 
é 


5. *M 6 ir OR RACE [7. mAnnieD [A/NEVER hs cl ‘ Yo sy BIRTH GE Be yeors iF Gaga Lee IF UNDER 24 HRS. 
go 9 foarte pn Min. 
lwinowep [] Divorced [] AX § 


Wa. vis OCCUPATION (Give kind of att 10b. KIND Ro PL OR oY nn, eye (Stote or foreign country) ei sia OF WHAT COUNTRY? 


during mit of Pil i ad LE PL ANT fo Ws es 


13. FATHER'S NAME onyniwe Ge Ya. MOTHER'S MAIDEN NAME 


ABRAH LE, rd a MAE | AOE FUR” E 


1s. WAS ee a TN U.S. ARMED rae 116. SOCIAL SECURITY NO. [17. INFORMANT — TE; WENSADYSI] E 
fet, 10, oF yal yes, give wor or dates of service} 4 , “a cr J 
S - B= /OZ£ OMELLA LEISTER Pp 8 


18. CAUSE OF DEATH [Enter only one couse per Py for (0) (0) ond (ch) INTERVAL BETWEEN 


PART I DEATH WAS CAUSED BY: le ) pre pevartictle 4 fl } pei Ole ONSET AyD DEATH 
IMMEDIATE CAUSE (0) 
UY y DUE TO 


Conditions, if any, which 
gove rise to Immediote 
couse (0), stoting the under. (OVE te 
lying couse lost. te 
Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART. 140) | 19. wee 
ves] No 


ae 


fending physicion ond completely filled in 


}. Ten pleose remove corbon popers. 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port Il of item 16.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ce 120. (City oF town) (County) (Store) 
Hour an. While Not while foctory, street, office bldg., etc.) 
p.m. 19 lot work [J of work [ 1 


21. | certify iy 3 led ar See =9 19°F “that | last saw the deceased 
alive on______ 27 122-_-._, and thd Cascth occurred at__. a ©, tesm the causes and on the ests stated abave. 
& a-% A 7-FE 


ie (Strees’city or town, stote) DATE rspeaiye 


MEDICAL CERTIFICATION 


ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 haurg ofter death: Poge 4 


PHYSICIAN'S. 
NAME (Type} 


ad. U es a town, or county’ e 
Fe, 


24g. REC'D BY Lee My REGISTRAR'S SIGNATURE ~ 


w/ 2D 7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 2 3 1 re 
192% CERTIFICATE OF DEATH /, 


Reg. Dist. No. 


a_i 


ss 
33 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before edmission) 
£3 MARYLAND || 2 b. COUNTY 
32 BS, PLA Pe, (MEY Va 
Be b. CITY OR TOWN (If outside corporate ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside eorporetectimits, write RURAL and give nearest town) 
52 M y RURAL ond giye nearest town) Ly ae a 
22 Zz Mepsigadd £p [pp-tiaiipa / 
2 8 E OF HOSFITAL (IF nol in hospitol, give street address) 4. STREET ADDRESS eS RESIDENCE, 
a & OR INSTITUTION V4 ON A FARM? 
~ - CAS fm F "ian La ves) nog— 
5 3. NAME OF First Middle tos 4. DATE Month Doy Year 
S = 
3 (Type ar print) Za MM. 77 L4/ Cafe DEATH Pos WA 19S B 
5. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED (-] | 8. DATE OF e 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 
= Paw Oo es = Months] Days Min. “ 
) wipowed fa __—vivorced (J LP yrs. 
é Too, ro OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY/{1. BIRTHPLACE (Stote or foreign bf& 12. CITIZEN OF WHAT COUNTRY? ” 
3 ing most of working life, evan if-fetired) 5 J 
3 LW Aged — Lary ia ee Lith tig epit. LMAY f- 
3 13. FATHER'S NAME t 14. MOTHER'S MAIDEN NAME 7 Fi; 
YL We 4 ame hee, 


TS, WAS DECEASED EVER fl U, 5 ARMED FORE? ]16, SOCIAL SECURITY NO. [17 INFORMANT y Yo widren 
Yas. #0. or unhnown} Wire, give wor or dates gPeervice) ci f 
Ee Mls Ad {4b ttt hy foe Ciehs, 4 


Then pleose remave corban papers. 


ined by the attending physician and completely filled in 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c). e. INTERVAL LAU Mas 

PART I, DEATH WAS. AME) BY: p \ " \ pepe eke att 

"OS™ IMMEDIATE CAUSE AX MALO RO GAARA) RLM Ae ndhes 2) i 
Migs DUE TO Mayu 

GK Torpeara 
Conditions, if ony. which SZ ALO AD Ys wea ZU QALY ESR ee f AA DA 
gove rise to immediote = i v S oS a 7 o> 
cotse (0), stoting the ynder- ( UE TO 
lying couse lost. q 


Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[o) 


200. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, ee {City of town) (County) (State) 
Hour 0. m. While Not wiley foctory, street, office bldg., etc.) 
p.m. lot work a ot work H 


Qe} of 12 athat | last saw the deceased 


WwW Be AUTOPSY 


RFORMED?, 
ne O no a 


js The low requires that the death certificote be executed within 24 haurs ofter death. Page 4 


by the haspitol ar attending physicia 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
MEDICAL CERTIFICATION 


& 
3 
3 
= 
Fi 
: 
3 
et 
—6 
5 
ies 
225 
ges 
Sis 
aoe 
68.99 
= SE 
eae 
Ses 
Bes 
ae 
{jel 
88 
23 
ros 
erat 
aes 
235 
os 
oa 
ry 
3 2 
35 
a 
5 
b 
© 
® 
= 


21. 1 coxti " attendes es 
alive an that gece occurred a L7. &_M, fram fhe causes and an the date stgted abave. 
DORESS (Street cinfty town, state) 


ATE SIGNED 


ECTOR: 


* 


> 
eae 
a8s | [sits IIR TE INeece | ee eee re aie 
To. ee CREMATION, of Ni By CEMETERY ORFCREMAFO 72d, LOCATION (City, town, or county) « sfote] 
E68 LS 4 4 (fi ti AML LA 
23. Fi zu 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATU 
Vs ANS (4 \ A er) yr by ~ 
Eaves LZ pate (= ys G Ad] ECHL, ga 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 423 16 
12335 — CERTIFICATE OF DEATH 


ww 


*} t 
Reg. Dist. No. 7 


sé 
32 1. PLACE OF DEATH 2. USUAL tern oe deceased lived. If institution: Residence before odmission) 
oz e b, 
33 M RO manvtaNn CERAMOLL 
Be b. CITY OR TOWN (If outide corporote limits, write © aR ‘OR TOWN ere ‘outside corporote limits, write RURAL ond give nearest town) 
35 RURAL ond give saorest in) 
ee y WEEKS GAITHER 
5 
oo TRE OE HSEPTAL {iF not in hospital. give street oddress) ¢. STREET ADDRESS 1S RESIDENCE 
&. OR INSTITUTION ON A FAR! 
YE 
= S 2. NO 
5 3 NAME OF Fint Middle low 4. DATE Month 
= type or pen MILIA FREDERICKA MAHN DEATH /2. /2 56 
8 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED ("] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
< ‘a iter Min 
EMA WH widow K] ovorceto] |MAY, 23, 1875 yt. 


Va. rie BECaIATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most od ee life, even if retired) 


HO HOME GERMANY Pe ¥h 


‘ViavFaTHen’s NAME 14. MOTHER'S MAIDEN NAME 
I WILLIANENA _KABW 
ic EU TN ae FORCES? /16. SOCIAL SECURITY NO. 17. INFORMANT hdres 
NO NONE JOHANNA L. CLATTERBUCK GAITHER, MD. 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b). ond (c).) . INTERVAL BETWEEN 


‘ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY. - bart: r 
IMMEDIATE CAUSE (o} Prite (ere ol TA, horn eect ett CoA LA 
/ fo. 
/ [x 


rs after death. 


that the death certificate be executed within 24 haurs after death: Poge 4 
Then please remove corkon papers. 


CTOR: After this certificate has been signed by the attending physician and completely filled in 


2 
2 
g 
© 
5 
= 
$ 4 DUE TO ; 
e a > 
a2 Conditions, if ony, which o 3 a x ch crrdicis_97 Abels. 
Hy Eo gove rise to immediote 2 
Ss g< cotse (0), stoting the under ( VETO Cae ¢ 
Ciara lying couse lost. OAL 
3285 z a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING £O DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
= = d = 
2 438 3 ¢ S ves] NowQ 
Folns E | 200 ACCIDENT WAS UNDERLYING E]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port Wl of item 1B) 
eS Gage  ] OR CONTRIBUTING C1] CAI DEATH 
Zeezs & [Gir crter, NOTIFY MEDICAL EXAMINER) 
2oses & }20c. TIME OF INJURY Month, aN Year [20d. (NJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town} (County) (Stote) 
Estes 8 Hoare "ce iat VeNIGU Nios zie foctory, street, office bldg., etc. vi 
ts 2 € = p.m, lot work [7] of work 
“OS LSS 7 
Ze25- 21. 1 certify that | attended the deceased fromaPfikenuhin , WIA, toes sccabes... 195G.thot | last saw the deceased 
os $3 alive angteceseeber. 1. WIS ., and that death accurred ot 624M, fram the causes and an the date stated above, 
E = 3 = ADDRESS (Street, city or town, stote) DATE SIGNED 
<5 = B 
ec 5 / oh pig cea ese lee feat sales. Vad. L224%.56 
a 
Z 5 PHYSICIAN'S, 
= foes NAME (Type) ' eS ee Sa 
3 £ a 3 - eo. BURIAL, all ‘Tb. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) {Stote) 
BD SS arene pec — ‘ 
zee ee fa~/5-3&| st. JOHNS CEMETERY [HOWARD CO. MD. 
= 23, see ance 'S SIGNATURE ‘ADDRESS do, REC'D BY REGISTRAR | 2db. REGISTRAR'S SIGNATURE 
vs! 
1 


Be oS | Cre Wa Arad ei Tiber 4 socch Chor 
pO OI oy oe 


W 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
12336 CERTIFICATE OF DEATH 1231 


Reg. Dist. No. f-, 


ol 


5 
8 3 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceosed lived. If inituion: Residence before edmisson) 
of \ eo. 2 b. COUNTY 
$! \ OOO LL. NERYLANP CARROLL 
3 } . CITY OR TOWN (If outtide corporate limits, write €. CITY OR TOWN (If autride corporote limits, write RURAL ond give nearest town} 
3 4 RURAL and give nearest town) 
33 ALWESTMLA i STPUWETER 
2° d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
&: 4 OR INSTITUTION ON is FARM? 
YES NO | 
2 
Oo 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
“s DECEASED. z ew OF 
5 tyeorrin) MATT/E ELLEN RSHA-LEL | _oeam wsG 
° 3. SEX 6. COLOR OR RACE [7. MARRIED SAT NEVER MARRIED [] |8- DATE OF BIRTH 9. AGE (In yeors [FUN 
a 


lost birthday) 


FF MALE W wipoweD (] ovorceo) | OCT, = / GFF. oF r. per 


10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


/ Tyee We nereties) oy os z Lo 0 V . GIN IA Ws. 4. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


DAVID WEEKS ORY WEEKS 


¥6. SOCIAL SECURITY NO. [17. INFORMANT #225 GT /V ‘Address = 
\| Ges, no, oF unknown ‘wot oc dotes of sevice) ae, . 
No J chy A. MerRsitats.  Westmms zeR 


1B. CAUSE OF DEATH [Enter anly one couse per line far (a), (b), and (c)-] D INTERVAL BETWEEN 
to) Beene orhbhaga 


ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: re 
IMMEDIATE CAUSE (0 ere Fi 


DUE TO 


Then please remove carbon popers. 


the registror prior to burial, cremotian, or removal, ond in ony event within 72-hours ofter death. 


Canditians, if any, which (b} 
gove cise ta immediote 
couse (0), stoting the under ( OVE TO 
lying couse lost, 9 


s certificote has been signed by the ottending physician and completely filled in 


1O HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours ofter deoth: Page 4 


E 

& 
ces 
§c3 
28s ‘4 Paar tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}[19. WAS AUTOPSY 
> = - 
ie eee 
25 s yes] NO 
are % [200. ACCIDENT WAS UNDERLYING CE] __]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injuty in Port Vor Port of item TB.) 

a & | OR CONTRIBUTING C] CAUSE OF DEATH 
eee © | (tF EITHER, NOTIFY MEDICAL EXAMINER) 

2 z a 
e568 & [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20F. (Cily or town) (County) (State) 
s.2¢ 3 Rese’ oan wy While, Not write factory, street, affice bldg., etc.) | 
is, z p.m. ot work [] of work ‘ 
ase . e 
feds 21.1 cory. that | attended the deceased from, /“ua~_? eae “poe t. Ae4— ZB, 19SZa,that | last saw the deceased 

i 
by By 3 alive and Lee B=. 2 12__.--__, and that death accurred ate M, fram the causes and an the date stated abave. 
Fs 6 3 ADDRESS (Street, city oF tawn, state) CATE SIGNED 
5 Fr W 
*. / | [stenarun Letihe CC) pea LA (SNE 
ed a —_ M i 
ce PHYSICIAN'S 7# / g 
ese NAME type’ AM ES ARS A wen Ht, ei eras 
£g° ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county} (State) 
ree 12/3f5-G j REE CARRoLe Co AWD 

4 w 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 5 “I 4 
AIS (4 q ; wa Lai 
wie) ALFA y y pate f9 -6 SE Ff CAA AMA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 y) 3 1 g 
929°7 CERTIFICATE OF DEATH 


oral 


Reg. Dist. No. - 


% 3 a, by depe: DEATH 2. eel IDENCE (Where deceased lived. Residence before admission) 
& a. y Cr) °. 
= Appol MARYLAND 
Be b. CITY OR TOWN (If outside corporote limits, write e. LENGTH OF STAYIN Tb || _¢. CITY ORJOWN (if outside corporate limits, write RURAL ond give nearest town) 
fz X LEB’ S WES) RP. 4 WESTSZINSTER 2% 
ae . fo 
oo d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. tS RESIDENCE ce 7 
i OR INSTITUTION ON _A FARM? 
A ves [J No i 
ee 
=6 3. NAME OF First Middle Last 4. DATE Month Day Year 
cae DECEASED > OF = 
23 eh ARLES TE P/ART IN dearr DE S wb 6 
=e 5. SEX 6. COLOR OR RACE [7. MARRIED [EP NEVER MARRIED [C] | 8. DATE OF BIRTH % AGE fn yon Tl [IE UNDER 1 YEAR] IF UNDER 24 HRS. 
2 ast Bir 1 Month: Da) H [ Min, 
cm a4 wiooweo [) ovorceo tl] | SEPT, ¥. i q og ain wh" 3 
rid 
eae 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Sot ‘ing mostof working Ue, ev cet 
& 
3's) 6 | LABS ES pe) HPeord Fea ys : We 
o25 13. FATHER'S NAME = 4 De ** am wer Ha. Ma MAIDEN NAME 
58% 2 = oO ] p 
Ser ( F AC6E f\ ak it f e iF 
& og \ «| 1S. WAS DECEASED EVER IN U. S. ARMED ae 16. SOCIAL 19-9, 32 a7. aie gp  Addresy fp . 4) 
i fons ime) {IF yes, give wor oF dotes of rervice ‘ ? 
fn 2/3 -Q9- 4 ph 
ets GIA fi NE STN £ (>) 
£ ek bin - zs 
Bs 1p, CAUSE OF DEATH [Enter only one couse per lige for (a), Ef fra (el, INTERVAL BETWEER 
a PART |. DEATH WAS CAUSED BY: 74 f/ i x pee 
§ IMMEDIATE CAUSE (0) oye, UA 4 A Ott figt Cg es 
= Ud f DUE TO 4 
; Conditions, if any, which ) end 


gove rise to immediate 


couse (a), stoting the under. ( DUE TO 
lying cause lost. (G 7 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) ] 19. me =e 


-transit permit. 


RFORMED? 


ves]? no[] 


io! 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part It of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, Form, 1204. (City ‘or town) {County} (State) 
Hour on. While Not while foctory, street, office bldg., ete, 
p.m, 19 [ot work [7] at work BA 


21. | certify thot | ottended the deceosed fro ei. BO, 19. SB. 104 230. 19.9 Sthat | last saw the deceased 


femnsae 


alive on 4 12.2.&__ and thot death coca re Lids SF, from the couses and on the date stoted above. 
2 V4 0, Wy, AQpRESS (street, city or gdwn, stote) or SIGNED 
Sie LAA Lilo © Ty viet Li ugh LAL Sb 


MEDICAL CERTIFICATION, 


CTOR: After this certificate has been signed by the attend: 


by the haspital ar attending physician. 


be detached for use os the burt 
the registrar prior ta burial, crematian, ar removal, and in any event wi 


~ 


PHYSICIAN'S. ' 6 
|_| NAME (Type) __ ZV 3. ELE. th) ¢ 


FZ0. BURIAL, CREMA\ ay cp ION, | 22. DATE "G3 72) pes macete 9S me (City, town, or county) (Stote} ’ 
1G3T ay ee [| SLES. IAD . 
. a —_ $ a bie (MO ee a. RECD “4 EGISTRAR | 24b. REGISTRAR'S SIGNAT! y 7 
es : / am 
4) “ ~ 
BMS ce K LL a Uae apes tie? ___| ate JA 4 Gre 


¥ (A Nvrang 


sol NY sf 


Dares 


" “pes NCA STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 3 
ali dee a real EDICAL EXAMINER'S CERTIFICATE OF DEATH ee 


3 

Sy =r RSS tog. 0in. to, 7A _ 

83 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If Institution: Residence before admission) 

ot a. € ©, STATE b. COUNTY 

bd Carroll MARYLAND Maryland Howard v 

zs Bb. CITY OR TOWN (erie corpo init write RURAL ¢. LENGTH OF STAY IN Tb ij] c. CITY OR TOWN (IF outside carporate limits, write RURAL ond give nearest town) 

fm 2 Fee caren wn : ) 

7. esville 19 days Ellicott Cit I? x 

oe = iy d, NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street oddress) d. STREET ADDRESS °. is RESIDENCE 

Pp °° , = 

¢ Ee Springfield State Hospita - yes NO] 

Ssu8 3. NAME OF First Middle Low 4 DATE Month Doy Year 
ess 

rise ‘ype or en Francis MARTIN cram December 26 19 56 

= sas 5. SEX 6. COLOR Wakes RACE |7- MARRIED [1] NEVER MARRIECH{_)| 8. DATE OF BIRTH ns a i IF UNDER TYEAR/ IF UNDER 24 HRS. 

ine in. 

Soke Male wiooweo[] — oivorceo 1] | Unknown ‘1 yn. | ee") 

8033 dane] 10b. KIND_OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
veEN 1 

Bose x LEO ¢: Unknown Ves ih 

on 5 5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

3 aoe Unknown Unknown 

eek 15, WAS DECEASED EVER IN U, S. ARMED FORCES? 16. SOCIAL SECURIY NO. 17. INFORMANT ‘Address 

Oe Exe a, | (es, 10, oF unknown) {If yes, give wor or dates of service) 

ze '|__No (‘Z Springfield Hospita ecords 

el 3 18. CAUSE OF DEATH [Enter only one cavie per line for (0), (b), ond (c).] INTEL BETWEEN 

os = PART |. DEATH WAS CAUSED _._ Myocardial ape n arction . 

Bae IMMEDIATE Cause fo) _XPend n oscopic stne hours 

BES 

ea d a DUE TO a 

3 Conditions, if any, which e Thrombosis of the hours 
5 gove rise to immediote cove 

25 {a}, stating the undedying( CUETO * 

poe cause tast. Rep Dae” ¢ Arterios years 

8 ai PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0}|19.. Mae ae 

om 

3 C.B.S.associated with alcoholism. ves i no 


‘20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port II of item 1B.) 
PRIMARY LI or CONTRIBUTING [] 


CAUSE OF DEATH. Do not know. 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, isn: T20F. (City or town) (County) {Stole} 
Hour 9. m. While Not whil factory, street, office bidg.. etc.) { 
pmo 19__fot work [] ot work TAknown Unknown ' Howard Md 


21. | certify that | taok charge of the remains described aHlove, held an Autopsy [x], Inspectian [|], Inquiry [7], ond find that 
death refylted fram: Natural causes [], Accident [], Suicide [], Homicide [], Undetermined cause Gd. 


MEDICAL CERTIFICATION, 


0 the Chief Medicol Exominer’s Office olong 


TO FUNERAL DIRECTOR: Poge 3 should be used os o buriol-tronsit permi 


2 actual Mp, CHIEF MEDICAL EXAMINER [ picasa 
<= ASSISTANT MEDICAL EXAMINER 
3 F & 12/26/56 
. NAME (Type) DEPUTY MEDICAL EXAMINER 
te 220. Poin ‘2b. DATE THEREOF Re. 1E OF CEMETERY OR ledtidee| ‘22d, LO 1ON 2 YS M, Of county) (Stole) yi 
3 si of o VY, 
wa VE4ES (5B Jp Ex, Ved Lz A LE tH FLL 


‘) f ugec{Or’ Ph 2a. e. BV REGISTRAR | 24b. a> SIGNATURE 
Vs. AVSME(S) A 
5M 9/55 4 DATE thé AF: AE 


5 “A fivaund 


> «ONE 


( Hiss foal aI 
Sit Ala 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 inom 


13.2 20) 
“ ( 
7 79229 CERTIFICATE OF DEATH sag. bests PPA 

£ = 1, PLACE OF DEATH arn 2: ede RESIDENCE (Where deceosed lived. If institution: Residence before admission) 

. z 0. COUNTY j Ze. ii sniihies ATE Lp, b. COUNTY A jp 

4 f Zé A 

3 k b. CITY OR TOWN (If outside xorporote Timits, wtite | ¢. LENGTH OF 2) IN) 5 ITY OR TOWN (IF outside-corporote limits, write RURAL ond give nearest town) 

Pea QRAL ond give neoseyt Sowny Ly os? tle v7 

2 3 4 TLELT: GLEE = LO PHEEO ins 

2 2 


7, |. NAME OF HOSPITAL (If n¢t in phase: give street oddress) // d. STREET ADDRESS / 2” 7 @. 15 RESIDENCE > 
e OR INSTITUTION i . UG 4 ON _A FARM? / 
zs) IL pect! Th beer FH ves [] No, 


# 


physicion ond completely filled in 


6 3. NAME OF 4. DATE Month Dey Year 
z inked Zap _ Wee stu-1,| tam Bree 5A MIA, 
5. SEX 6 COLOR OR RACE |7. y DAYCOF BIR 9 AGE I UNDER 1 YEAR IF UNDER 24 HRS. 
é MARRIED DY a MARRIED [] 6 pe we aH 
wiboweD [] pivorcep [] KE 23 J f' Ga yes. ea 


~~ 


} 


Mo. USUAL OCCUPATION tres ind ‘of work done] 10b, KIND OF EDI od Nope TRY | 1. a ee oie or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
é a 


d it of working life, if retired) 
tyaisen) DrnaJuauon | Litdi %: AS Le 


4 yy 14. QTHER'S MAIDEN NAME 


et Mice! ee Gaptaaa = 


— 7 S DECEASED EVER IN U. S. ARMED FORCES?4 i. ep SECURITY NO. Va V4, Address 
(tasbho, or unknown) UI yes, give wor or dotes of servic a ZZ j — ‘ 
3 PE lly All, Se Mia Lttittter ab fitgit - <encaedee 
Va, 


18, CAUSE OF DEATH [Enter only one couse per ling for ened (b), ond (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ise nn 
" IMMEDIATE CAUSE (0) 


H-2Ovf DUE TO 


Conditions, if any, which 
gove to immediote 

cotse (0), stoting the under. ( DUE TO 
lying couse lost. te 


Part Ml OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}/ 19. Bin lea gl 


MED? 
ves] no[) 
20a. ACCIDENT WAS UNDERLYING [}__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c, TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {(Stote) 
Hour a.m. While Not while foctoty, street, office bldg., etc. y 
p.m. 19 lot work [] ot work 


21. certify that | attended the deceased fram__2.. 3. Ud cracks 19.56, to © cade 2A 19-S6..that | last saw the deceased 


olive on QS Di Cuinbse _. Wat, ond thot death accurred at 2.20 PM, from the couses and an the date stoted above. 
B ADDRESS (Street, city of town, stote) DATE SIGNED 


pened 


fing 


that the deoth certificate be executed within 24 hours after deoth. Page 4 Ry 
Then pleose remove carbon popers. 


quires 


te has been signed by the attend; 


ica’ 


MEDICAL CERTIFICATION 


by the hospitol or attending physicio 


CTOR: After this certifi 


be detoched for use os the buriol-transit permit. 
the registror prior to burial, cremotion, or removal, ond in any event within 72 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 


i i 
2 } SGWATUR MO. Lilac Grad of. Pehle MF nn nace 
= . a hiswsye Se MD. A gla wh 10.s Mex iat 
oS 
22 aoe ee a Lemus, | Ledge fo 
2 


da. REC'D BY REGISTRAR 2b. REGISTRAR'S SIGNATUR} 
on (/e-O/ CA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 32 1 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 46 


' 


5M 9/55 


H 3 & es Reg. Dist, No. / 
g 3 2) Joshi piace or pam i, 2, USUAL RESIDENCE (Where decoased lived. If Institution: Residence before odmitsion) 
82 6 OCG ©. STATE b. COUNTY 
82 6s . ‘ . ' 
wah Carrell MARYLAND Maryland Balto by 
fad ty 2 b. CITY < aN Nod ‘outside corporate fimih, write RURAL . LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporoie limits, write RURAL end give nearest town) 
cee ive nearest town) in) of 
vaaec Sykesville hyrs, 8mos.6dkys Baltimore y Se 
eae d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitol, give street oddre) d. STREET ADDRESS . 15 RESIDENCE 
‘ ON A FARM? 9 
« Springfield State Hospital _ 2710 _Jeeias Ave... Zone Jd yeu’ 
Sock 3 NAME OF Fint Middle +. DATE ‘Month Doy Yeor 
Bss " 
P25 ‘tips or rial) Lillian M. Tucker MILLER bart December 21 1956 
i : fs 5. SEX 6. COLOR OR RACE |7- MARRIED [_] NEVER MARRIED [J] 6. DATE OF BIRTH ie AGE (iw yeon [FUNDER TYEAR] IF UNDER 24 HIS, 
ig = ‘Month Min. 
gobs Female White _|wwowemg — ovorcto | Dee. 26,1878 (oe bel [n= _ 
30 2 ¥ ba? USUAL OCCUPATION (Give kind of wot done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. aaTarGe (Stole or foreign esate) 12. CITIZEN OF WHAT COUNTRY? 
pe 24 ing most of working lite, even if retired 
Bese / ‘Housewife Maryland U.S.A. 
icy ze 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3g08 1 Walter Tucker Lavinia Nallie 
ee g IS. WAS DECEASED EVER IN U: S. ARMED FORCES? [1s, SOCIAL SECURITY NO. 17. INFORMANT ‘Aarons 
ae | Kes, no, oF wn ft yes, give wor or dotes of service! 
SRE O|_Ne - - Springfield Hospital Records, 
poe ¢ 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c).] ONSET AND Dear 
5 ota TH Wi D BY, < 
gTek TART. DFATH MEDIATE Caust fo) Arteriosclerotic cardiovascular disease Years 
Fe 
: 223 uy - / DUE TO 
5 
ge is &} 
wee? DUE TO | 
S855 
Pip a 2 couse lost, {e 
fe ee 
£ E & ‘4 Fa Frf FART ly SEE ‘Si ook 5 SRBHE Pome TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Wo) 19. bails no 
2 OD 
ZS°8 /) || Senile psychosis depressed, agitated type. ves(j NOB 
5 &3 2 eal Bho, EXTERNAL CAUSE WAS [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port I of item 18.) 
Fn = or Se a) 
EyEz tel feegodle Te tiae Fell on ward floor. 
2 gic 3 % |20c. TIME OF INJURY Month, Day, Yeor _[20d. INJURY OCCURRED, 206. PLACE ee INJURY ome fer form 1208. {City or town) (County) (Store) 
Sie 8 4 im. Whil hited ny fice 
228° b6 12 8m Nove 12 w56 lemony owen fa "| Sykesville Carroll Md. 
gfzé 21, | certify that | taak charge af the remains described - as held an Autopsy [], Inspection €J, Inquiry §€], and find that 
ae 8 death resulted fram: Natural causes [3 Accident [], Suicide [7], Hamicide [1], Undetermined cause [7]. 
Qgur 
2528 DATE SIGNED 
2 ese 5 ip, CHIEF MEDICAL EXAMINER [7] 
>: oe ASSISTANT MEDICAL EXAMINER [7] 
d e. 
SEeae James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER XJ 12/21/56 
as 2 2 2 To. BURIAL CREMATION, 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) {Stote) 
& speci 
ee” Burda 12/24/56 Western Cemetery eer 
by se1G rect RS. a a7 
VS. AISME(S) We f 
Wwe a 2b 19 s ine 


3° { 
A NVAY 
1GiiG 


v 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


12322 
12342 CERTIFICATE OF DEATH 


oad 


ae Reg. Dist. No. 
% 5 h ect taal 2. a (Where deceased lived. If institution: Residence befare admission) 
52 | : Carroll MARYLAND i Maryland  counv Carrell 
3 8 \ b. ON eee Hi Sunt, carporate limils, write | ¢. LENGTH OF STAY tN Ib c, CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
$2 4 iin Westminster lite | rurgl Westminster ie 
2 s = a Pay ets alt {If not in hospital, give street oddress) d. STREET ADDRESS . Beas 
re Re 4 Reese Re. 4 Reese ves CF] NRG 


3. pes a First Middle Lost 4. DATE Month Day Yeor 
Fosgate William Richard Miller Sam December 29 1p DO 


5S. SEX 6. COLOR OR RACE | 7. MARRIED. fu NEVER MARRIED [7] { 8. DATE OF BIRTH 3 i ee IE UNDER 1 YEAR) IF UNDER 24 HRS, 
Male White wows ty  ovorceoq) | May 27, 1892 ni es ee ee a 

10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ret Farmer Own Farm Carroll County, Md. USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


August Miller Sarah Arnold 


RES ie eee eeee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
~ no aS Se = | 1217436-4244M. Stanley Miller R 4 Westminster, Md. 


18, CAUSE OF DEATH [Enter only ane couse per line for (0), (b). ond {).] INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0! a: eat 


1/57 DUE TO 


Pages 1 on 


et 


Then please remove carbon papers. 


the registror priar ta burial, crematian, or removal, and in any event within 72 es death. 


Conditions, if ony, which a 
gove tite 10 immediate = 
ce¥se (0), stoting the unde ( CUETO 
lying couse lost. © 
Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)]I9. WAS AUTOPSY 


Tee ves] nogZpe— 


200. ACCIDENT WAS UNDERLYING C1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Port Il of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) - 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome, form. | 20F. (City or town) (County) {Stote) 
Hove 0. m. White Not while factory, street, office bldg., etc.) } 
p.m. ma 19 fot work [} of work [] ' 


21. | certify that | attended the deceased fram _//~ 2 7______ WELL toLA* 2 FZ__., 92 Chat | last saw the deceased 


olive on_/ ASAE, w2c_, and that death accurred at./_.CZ...M, fram the causes and an the dote stated abave. 
rl ADDRESS (Street, city or town, stote) DATE SIGNED 
4 


SP My ARE 


MEDICAL CERTIFICATION 


by the haspito! or attending physician. 
ECTOR: After this certificate has been signed by the attending physician and campletely filled in 


be detached far use as the burial-transit permit. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


J SIGNAI wna LUE tt tA 
® <2 va) IRAE oe SA I eh a A rasta Ba 
3 3 PY To. He ers ‘Zb. DATE THEREOF Ze. NAME OF CEMETERY OR CREMTATORY 22d, LOCATION (City, town, or county) {Short 
> if 
pe? erty | 12031656 Sandymount Sandymount, Marylan 
(4 


ae 


23. FUNERAL DIRECTOR'S SIGNATURE ADORESS ‘24a. REC'D BY REGISTRAR Ub. Recep eas SIGNATURE 
John R. Byers Westminster, Md. OATE \) 3) OR] Jared Zell 


7 


& 
> 
Sa 
= 


e 
be 


i ai 
Nv a 
rm a ae ie s 
{| Nis] Gis) 
Ny) SCH 


Lull AID sk 


1 = MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12349 CERTIFICATE OF DEATH 


12323 


« = i Reg. Dist. No. 
wl aa | |). PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2° i rc 2. b. COUNTY 
e 3 ) Carroll MARYLAND Maryland A 
3 r b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporole limils, write RURAL ond give nearest town) 
8 RURAL and give neores! town) 3004 
2. 3 x ykesvi mo,2ldys Baltimore bs ee 
= 2 d. NAME OF HOSPI d. STREET ADDRESS e. 1S RESIDENCE 
% * J ‘OR INSTITUTION ON A FARM? 
&: 1S 06 Caton Avenue ves 1) No & 
aes 5 3. NAME OF First Middle Lowt 4. DATE Month Doy Yeor 
= Br A F 
S 23 Type ecerin) August, George MUNDE DEATH December 17, 19 56 
ey 5. SEX 6. COLOR OR RACE |7. MARRIED} NEVER MARRIED [L] | & DATE OF BIRTH 9. AGE (in yesrs [IFUNDER YEAR| IF UNDER 24 HFS, 
— = ¢ Min. 
ae K W wiooweo Te __ovorceO LE] | June 8, 1875 8] om. e 
2 Geb. 10a. USUAL OCCUPATION (Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 88s A] dering most oF working life, even if retired) 
S$ ves wd landyma Germany Unknown 
g 85 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

i = 
© 685 sats 
& Bes Frederick H, Nundt Wilhelmina-~-- 

8 Ef 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ] 17, INFORMANT ‘Address 

= 5 a, } (Yer, 90, oF unknown) (it yen, give wor or dotes of service) 
Z Be No pringfield Hospital records _ 
3. 28 18. CAUSE OF DEATH [Enter only one couse per line for (0), (8), ond (¢).] INTERVAL BETWEEN, 
ad a PART I, DEATH WAS CAUSED BY: 
2 § re IMMEDIATE CAUSE (o] 1 disease years 
= ane Y2Q),] DUE TO 
€ Conditions, if ony, which w__ Generalized arteriosclerosis 


gove rise to immediote 
cote (0), stoting the under, ( OUVETO 
lying cause lost. . 


Pagr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEI 


Bronchopneumonia 3 Senile psychosis, simple deterioration 


200. ACCIDENT Rett eten ont a 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, farm, | 20f. (City oF town) (County) (Stote) 
OE Gory While Not while foclory. street, office bldg., etc.) ! 
p.m. 19 lot work [J ot work [] t 


21. | certify thot | ottended the deceased from. _7,___., 1923__, to Dec 
alive on__ December 16, _, 1256, and that death occurred ot. 


3 


Fs 
9g 
5 
ie 
5 
uu 
z 
y 
8 
= 


LM, from the causes and on the dote stoted above. 
ADDRESS (Street, city of town, stole) DATE SIGNED 


RECTOR: After this certificate has been signed by the ottending 


d by the hospito! or ottending physicion. 
page 3 shoutd be detached for use os the buriol-tronsit permit. 


4 


the registror prior to burial, cremation, or removal, ond in ony event withi: 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


a Naneines / Agustin del Campo, M.D. Sykesville, Maryland 
£3 Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, oF county) {Stote) 
re igre | 12/21/56 Balto, Md. 
ee 23. FU wig ak hues WV Abit - kit) 7 WAL REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE, / 
wre) CMa irhner Vliet Cash Udine rr rye ec 
Y 


1 MARYLAND STATE DEPARTMENT OF HEALTH--BALTIMORE, 18 
/ A: CERTIFICATE OF DEATH " 4232 ty 


~ ce 
b % 3 \ n niAcs Copeer 2 USUAL RESIDENCE (Where deceased lived. 1 os yy before admission) 
Bo °. TD 0 °. , yp)» COUNTY 
53 Z ¢ MARYLAND. W/L FE ve LIPL20 FA a 
x) g b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
3 " RURAL ond give nporpst town) tee bey 2 
es, 2 OU a 02 277] ZEN fs 
4 2 d. STREET ADDRESS e. IS RESIDENCE f 


LC COMMOLES ST. 50) NO 
3. NAME OF First Middle 4. Pia Month Yeor 
type” rn CARRIE BLANCHE vers thm AO. 37 SG 


6 ou OR RACE |7. MARRIED] NEVER MARRIED PPT] 8. DATE OF Rare 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
VLA btn La \wioowen (] oivorceD () - 


lost bicthdoy) Hours | Min. 
10qf BWSUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign count 12. CITIZEN OF WHAT COUNTRY? 


j Denes, even if retired) Mi g RV, we a: Oe 


1B. ny i NAME 14. MOTHER'S MAIDEN NAME 
Zee p =”. 
15. - LOM EVER IN f s, cS FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Md TD eo wl 
(Yes, no, oF cal (yen, pied wor ar dates of service) » 
KY va LZ Ek fy UL, 7 ita bbz 


led in 


thin 24 haurs ofter death. Pa: 
w ° 


te has been signed by the attending physician and completely 


i 


Then please remave corbon papers. Pages | a 


18. CAUSE OF DEATH oo only one ae for (0), ae ‘ond (¢).] vy) fet og BETViERhe 
F Ce DEAT MEDIATE CAUSE | co 2 LX Zo. PEL Jr SO z ro SEEPS 
bey DUE TO wea E . y A f 
sates Wache | 9, bh 2 saat See = a 
cose (0), stoting the under ( OVE TO td 


lying coute lost. a 
ae ee 


ian. 


After this certifi 


2 
21. | certify that | attended the deceased from.Zos — 2S, ws to Z2—FA___, 19SZihat | lost saw the deceased 
alive on JX —WF OD, 1W37G.., and that death occurred ato? ZS4M, fram the causes and an the date stated abave. 


eek (Street, city or town, stote) DATE SIGNED 
| fos Be Bae, 
/ SIGNATUR MO. PK tet Y in eee See: Se see. 
— 
PHYSICIAN'S ED 
museus yy, C. STOWE MD, ™“ 
0. sBiorn Bee Vege 2. I. ‘Zac. NAME OF CEMETERY OR CREMATORY ie 7a WOCATION (City, town, or county) > {Stote) 
Specify) / 
Lyi Ai hhc fThas CLEFT _- LZ Cae COMBE? LE LL EK 
|. FUNERAL DIRECTORS SIGNATURE a - 24a, REC'D BY REGISTR ‘2b. REGISTRARS SIGNATURE > 
V5 A15 (4 Ath -—J 4 ; Op 
15M 9 : \) jigAre_/ ~ 2] Fav. Act [MOA 


g Fs Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|I WAS AUTOPSY 
S é€ 

= S ves] 

> = | 200. ACCIDENT WAS UNDERLYING [1 {20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port W of item 1B.) 

a & | OR CONTRIBUTING TF] CAUSE OF DEATH 

4 & fae CIIER. NOTIFY MEDICAL EXAMINER) -FZg: 

3 & [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Hyme, form, 1 20F. (City or town) (County) (Stote) 
5. 3 Hour 0, m While pirhite Foctory, street, offiey/bldp., fe.) | 

3 = p.m, jot work [7] opork 1 

oS 

= 

° 

= 

~ 

a 


ECTOR: 


be detached for use os the burial-transit permit. 
the registrar prior ta burial, cremotian, ar remaval, and in any event within 72 haurs ofter death. 


ha 


page 3 shau 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed wi 
may be ret 


TO FUNER 


BA AVTUnG % 


Leo 


& NY 
fi 
IN 
OS arao% 


1 MARYLAND STATE DEPARTMENT OF HEALTH—~BALTI IMORE, 18 2 
42344 CERTIFICATE OF DEATH wep 3297 O 


= 
ao us \ "eC 4 2 uayal RESIDENCE ND lived. If institution; Residence before admission) 
{ ¥ = b. COUNTY, 

4 MARYLAND Lb / 


Pa ca eo CL, ‘STAY IN ¢ ae i) OR TOWN Ai 12 7) limits, write RURAL and give nearest town) 
= ges 
fy PD es VATA, S ih = (oe ” 
od, NAME 2] (OSPITAL (If not in int give med bddress) d. STREET ADDRESS 
OR INSTITUTION 


e. IS RESIDENCE 
ON A FARM? 
ves (ZNO (1) 


‘Deceast> | ye, ton 4. Date Month iy ees 

mee. FED aM orokD Nyeps [im Det 29 psc 
a , Y . . 9A ae ee IF UNDER 1 YEAR| IF UNDER 24 HRS. 
7 8L-/90k ae 


Vv. TRHBIREE {Stote or foreign country) 12. CHIZEN OF WHAT COUNTRY? 
USA. 


14, MOTHER'S MAIDEN NAME 


g. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
Le re of seas life, even if retired) 
= 


13, ok ait 


MELC Wom HARRIS wie 8. 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? ]16, SOCIAL SECURITY NO. Address 
Gian no, of wntnown) 4 {IF yer. give wor or dates of service) } TAT; “p E =. ba 
AA 15-0 “ERS 


- 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c}-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: " 


Then please remove carbon papers. Pages 1 and 2 shauld be filed with 


the registrar prior to burial, cremation, ar removal, ond in any event within 7Z hours after death. 


IMMEDIATE CAUSE (0 A> DAS bo 
3 DUE TO ) . 
a —? 
Conditions, if any, which fs Al \ C) 


gove rise to immediote 
cause (o}, stating the under. ( OVE TO 
tying couse lost. te 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. ray / 


MED? 
yes) NO 

200. ACCIDENT WAS UNDERLYING []_ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item UB.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — {20e. PLACE OF INJURY (Home, ey 1 20f. (City or town) (County) (Stotey 

Hour a. n. White Not while faclory, street, office bldg., etc.) 

p.m, ee work [7] ot work 64 H 


y 395 , to BIg 2g that | last saw the deceased 


death occurred at.}-Z_._PxM, fram the causes and an the dote stated abave. 
ADDRESS (Street. ci Re stote} DATE SIGNED 


ficate has been signed by the attending physician and completely filled in 


CTOR: After this certi 
MEDICAL CERTIFICATION, 


by the haspital or attending physician. 
be detached far use as the burial-transit permit. 


9%: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


eaé Bie ee 3 vi 

2 z ‘4 ES OF ay Of cRemarony a 724, oe er town, 5 county) (State) 

328 V ) WE S WSLE } 

B68 Dp 
2 i fl th DIRECTO! ey 


24a. REC'D BY REGISTRAR ‘Zab. REGISTRAR'S SIGNATURE “4 
oar L-29-S7.| IY Cranet’ Vids 


We SS ted Ld“ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2326 
CERTIFICATE OF DEATH 1 Ke 


al 


me Reg. Dist. No. 

a3 i 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If inatition: Residence before odmision) 

32 ° b. COUNTY 

ey FRE O Mee tRYLAND CARROLL 

Be W b. CITY. OR TOWN (if Ly corporete limits, Lb © LENGTH OF STAYIN Tb ||. CITY OR TOWN (iF outtide carporote limits, write RURAL and give nearest town) 

5 cu and give nearest town) re 

23. ERRS. EW _W/N DSoR 

28 ry wire Sr HOSTAL a nat in ei give street oddress) d. STREET ADDRESS. @. 15 RESIDENCE 
ia OR INSTITUTION m ON A FARM? 

r < STREET HIGH STREET ves [] NO Ze— 
2 
5 3. NAME OF First Middl lot 4. DATE 
= DECEASED mE Ya EDA ‘ OF Zia 5 = 
‘| (ispator pant DOFAR NM BA DEATH Wee, 19 5G 
8 3. SEK 6. COLOR OR RACE |7. MARRIED EYRIEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In ye ATF UNDER 24 HRS. 
= o Me low tes Hours | ~ Mia. 
ALE | 4A/ __|woowor. osc 3 PT 1G, 1275 2 


12. CITIZEN OF WHAT COUNTRY? 


14, MOTHER'S MAIDEN NAME U.S.A 


10a. USUAL OCCUPATION (Give kind of wark done|10. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during mast af warking life, even i red) 


13. 4 NAME ¢ 


TSA lal Ales 5 BAUM 


arbon popers. 


haurs after death. 


be dens 
— 


Be KITTY Was w. 
ton ae {if yes, give wor or dates of a 
en bee SEGA ITT US BAM New WivpsoR 


18. CAUSE OF DEATH | 16. CAUSE OF DEATH [Enter only one coute per line For Jo), (b). ond ( ‘only ane cause per line for fo), ~ INTERVAL BETWEEN 
{ ONSET AND DEATH 


2 
$ 


in 7 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a 


q UE TO 
3, if any, which w 
ove rite 10 immediate 

couse (a), stating the under: 
lying cause lost, ©. 


ie 

6 
re 
= 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}|19. Was AUTORSY 
yes] No Ey 


200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Port Il af item 1B.) 
‘OR CONTRIBUTING O) CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHome, farm, 1 20F. (City of town) (County) {Stote) 
Hour a. While __ Not while foctory, street, office bldg., aS; 
p.m. 19 lot wark [J ot work (C] 
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by the haspital or attending physician. 
be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death. Page 4 


3 21. | certify thot | attended the deceased from fZedne»1O.. WEB ta. Nee °4)__ 1945 Chat | lost saw the deceased 
5 alive on ee D1 ino lo, and that death occurred at (30.4 M, Frat the causes and an the date stated abave. 
8 + ADDRESS (Street, city or town, state) DATE SIGNED 
g sau wo LS Keun PerR 1 tga 52, 
a Aye WO Oi Pt 
2 PHYSIC! 4 
ea | [katettret ee IN 3S WVIAC. 2 
3 4 ‘ 2a. BURIAL, CREMATION, [Zio. BURIAL, CREMATION, | 2b. DATE DATE THEREOF | 22. NAME OF pes) W (NAME ©! CEMETERY QR CREMATORY, 22d. LOCATION (City, town, ar county) F (Stote) 3 
5 & EMOVAL (Specify) S 
re: “igs West etER lero eee es 
4 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Wig TD BIL Soh S WEW WindsoR (Dion Ru he | rec, YS 


oy 
epusOxQ 00) 

t 
youed uy Bs 5usd., piom ay 
fim, "tnooue 94 PINCUS 800411209 58 SANE, 
aM, 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1232¢ 
My Q mé L EXAMINER’S CERTIFICATE OF DEATH ‘cies wa YZ 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission) 


* @. COUNTY . STAT . - 
Carroll marviano || ° STE Maryland » COUNTY “Bal te.0it 
b. Cay OR poe ‘quiside corporote limits, write RURAL ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearent town) 
on 
Sykesville 'S  9MOS o 10d. Baltimore YO]. 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address} 


d, STREET ADDRESS @, IS RESIDENCE 
ON A FARM? 


Springfield State Hospital 33S. Dallas Court Yes 1) No 
a ee OF ‘ First Middle lest ae 2 Moath Doy Yeor 
(Type ot print) Grace Beulah oTro bar December 27 19 56 
5. SEX 6. COLOR OR RACE |7. MARRIED im NEVER MARRIED [[]| 8. DATE OF BIRTH % pone ees 
Female White |wirowen fm —oworceo) | May 15, 168h 72 
100. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) }2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Secretary 4 Maryland US Ay 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 
e WAS (3 ee s. ye a ae 16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
Lie. cape srieatel 10 Give war or dates of erica) " 
No - atte Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c).] INTERVAL BETWEEN 


‘ONSET ANO DEATH 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


L480 DUE TO 


Conditions, if ony, which w_Severe coronary sclerosis Years 

gove rise to immediote couse 

{e), sloting the underlying( OVETO 

couetest. (Tog) te 
fs} A RT HH eyst reaps Somanhies &: CONTRIBUTING TO DEATH BUT NOT ient TQ THE en kes: = CONDITION GIVEN IN PART 1(a}/19. poled: al 
eg gr tracture of ure of ri ower le; 
3 Psychotic depressive reaction ai 24 Yee] NOD 
: on ay ” ASW. x 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 1B.) 
eal cokes Oran Fell to floor of ward. 
& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY ‘OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20f, (City or town) (County) (State) 
6 Hour a While Not white. factory, street, office bldg., etc.) 
ES pm Nove 21 16 Jotwor(j otwok &]] Hospital i Sykesville Carroll Maryland 


21, ! certify that | taak charge of the remains described above, held an Autopsy [3, Inspectian [J], Inquiry [7], and find that 
death Yi, from: Natural causes ER], Accident [], Suicide [1], Homicide [J], Undetermined cause [1]. 


ACTUAL 


SIGNA’ as Ok tas OA 3 Y) x DATE SIGNED 


‘Mp, CHIEF MEDICAL EXAMINER (] 
ASSISTANT MEDICAL EXAMINER [7] 


wieweed James T, Marsh, M.D. DEPUTY MEDICAL EXAMINERS] 12/27/56 


Zo. bela Ages 22b, DATE THEREOF 2c. pABOF Ct TERY OR CREMATORY 22d, U TON (Gj in, OF County) (Stoig) 
ae o 
Levine ees LIA a LECH) t 
23. FUNERAL DIREGIOR'S SIGNATURE ‘24a, REC'D BY eA 2db. REGISTRAR'S sie 
a) , 
on pel ef AA « | omh2-27YO| C2 Sheers 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 2 328 
994 CERTIFICATE OF DEATH Sais ey 


aw 


Hospital Records -- Sykesville, Md. 


<7. pee erie 


1B. CAUSE OF DEATH [Enter only one coure per line for (0), (0), ond (<).] INTERVAL BETWEEN, 
PART |, DEATH WAS CAUSEO BY: ‘ 
IMMEDIATE CAUSE (a! ie macy occlusion i-hr. 
ae 
ao xy DUE TO 


Conditions, if ony, which . Cerebral arteriosclerosis 
gove rise to immediote 
co¥se (0), stoting the under. ( OVE TO 


o Lae 2 pos ee 
See 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
ee Se 0. COUNTY RiaRvUiees ©. STATE b. COUNTY 
- eee Carroll Maryland 
= Be 7) b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g ss RURAL ond give neorest town) 4 aaa. we 
ag ees / x kesvit Maryland yrs. 113mos, Sparrows Point ~ Xo, 
2 yep e d. NAME OF HOSPITAL (i not in hospitol, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 
ve one INSTITUTION. s Ho, ON A FARM? 
2 ay" Springfield State “ospital 91 "Ht Street sO} Noo 
3 = 
#3 oN 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
- DECEASED s OF 
a $ (Type or print) Annie oF Pedrick OEATH 12- 21- 19 56 
© 
ng 2 5. SEX 6. COLOR OR RACE |7. MARRIED [9] NEVER MARRIED [] |B. DATE OF BIRTH 9 AGE a IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= os < Do) Mi 
2 OD ees Seeker 2 at al i 
2 a 100. USUAL OCCUPATION (Give kind @f work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Fe} g during most of working iced) 
eo / — Baltimore, Md. U.S.A. 
3 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
c4 8 ‘ if George Gebhart Margaret Hoffmogel 
3 F 
= ‘CEASED EVER IN ARHEDEGNGES? a 
= g Tee eee ri I Sal seated ICES? |16, SOCIAL SECURITY NO. |17. INFORMANT Springfield Sta tage DS pital 
2 £3 
8 58 
3 a. 
r ¢ 
= § 
= os 
= e 
6 
$ 
% 
g 


lying couse lost. o. 
Parr Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART No)] 1. WAS AUTOPSY 
Cc ee, yes] No Df 


20a. ACCIDENT WAS UNDERLYING (J 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ne 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY, tHome, form, | 20F. 120F. (City oF town} (County) {Stote) 
While Not while foctoty, street, office bldg., em 
lot work [[] ot work [[} a 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! or Port Il of item 1B.) 


the buriol-transit permit. 


certificate hos been signed by the attending physician ond completely filled in 


MEDICAL CERTIFICATION, 


DATE SIGNED 


aan RSS 


by the hospitol or attending physician. 


ECTOR: After 


be detached for use os 
the registrar priar to buriol, cremation, or removol, and in any event within 72 hours offer death. 


~~ 


int 


NAME (tye) M,N, Mastin, M,D. Sykesville, iain’ 


Ro. sRWOvAL Boec) ‘Wb. DATE THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
Lag rs _ 
SRD me |Dec.2¢-re} Can lLawyn ERSTE RW BlYD, PALTe, 
R 3 2éa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 5 vA 
BL?PT? pate NPR an (ap Meet we. Petry 
IG 7 


moy be r 
poge 3 shauk: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law 
TO FUNERA’ 


Vs ANS (4) yy 
15M 9/SS 3 


F 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 4 : 9 9 
' 42348 — CERTIFICATE OF DEATH ‘teat Oe 


es Gaines 
+ ge 1. PLACE OF DEA 2. USUAL RESIDENCE (Where deceased lived. If institution; Residence before odmission) 
© £3 mie y manviano || 477 Ve » Ae Ly 4 
£ 3s bjciry oR TOWN (if ouside corporole limits, write |e LENGTH OF STAY IN Tb « CITY OR TOF Nt outside corporole limits, write RURAL and give nearest Jown) 
8 oa g ad give nearest jown) f . P 
. S52 W I-40 g d ‘ 
. = . Z 
cage ea 'd. NAME OF HOSPITAL (tf nat in hospital, give sree! address) <d. STREET ADDRESS @. 1S RESIDENCE 
re - . OR INSTITUTION ON A FARM? 
2 “ yes [] No 
5 3. NAME OF First ‘ Middle low 4. DATE Month Day Yeor 
= (Type or print) A - (Colle SP ESTO A/\ beam 2 wtb 
3 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [JJ-18. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|tF UNDER 24 HRS. 
_ 6 A -. { loyt bisthday) | Month:| Days Min 
WIDOWED [[] DIVORCED [] a Pe yrs. 
wii V0a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |1[ JBIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
£ dying) most of piogking life, even if retired) ; 


Ytecrdk trey ber L/S A 


14, MOTHER'S MAIDEN NAME 


S| cate WM Pegler iS Na Hell 


o 
nS ap“ it J 
3 16 AWAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO, ]17. INFORMANT ‘Address 
©, OF unknown) or of dotes of tervice) 
i VE0 220 -1o-S6Ie Im Lobe 122) hemi hf 
= 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (0) Nat ALIETSTEEN 
PART 1. DEATH WAS CAUSED BY: ' “i 
IMMEDIATE CAUSE (0 AO eA at torC ) EX LA fer-VA V 


Then pleose remove corbon popers. 


Le Maing 
: AF Ne — Hh 

4 DUE TO h a CY) y fis , 
Conditions. if any, which ® Q Xp ar A340 ee, LOAN Bonn Wee 


The law requires that the deoth certificate be executed within 24 ho 


gave rise to immediale ; wat ¥ 
couse (0), stoting the ynder- ( DUE TO C) ‘ S 
§ lying couse last. . ww A_ ALAS G 
3 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. DEATH BUT NOT RELATED TO THE TERMINAL Es a CONDITION GIVEN IN PART (a) } 19. washotorst 
a ra. 
| Na IK MV ADASA _- 2 YA? vs C] No 


20a, ACCIDENT WAS. UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form. 
Hour a. n. While Not vile factory, street, office bldg., etc. 
p.m. 19 Jot work [1] at work [J 


<p 
2.0 cortif at ! attended wee Sn one Ad -+ Ade td Ja as 19.=2 Sethat I last saw the deceased 
alive on_. we... and th t death occurred ———- the causes and an the dat 


tin Gad, BU SV 


| hares oe REESE NN Kens 


20f. (City or town) (County) {Stote) 


After this certificote has been signed by the ottending physician and campletely fille: 
MEDICAL CERTIFICATION 


stated abave. 
DATE SIGNED 


by the hospitol or ottending physi 


CTOR: 


be detoched for use os the buriol-transit permit. 


the registror prior to buriol, cremotion, or removol, ond in ony event wil 


i 


TO FUNER 


page 3 shoul 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
moy be 


|220. BURIAL. CREMATION, | 2, DATE THERI pest eee Sig ae. Ag NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or coun y 2) 
OS, /2- 246-56 a . / Wa "tb Z 
see NEAL rare i ao ae ‘2éb. REGISTRAR’S SIGNATURE 
1 : - 3 
Bays Z fA. KELELSS ( hy A_ | pares? Pe -y tb YY Cetet Mt 


om 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 


8 12330 


bag P AL EXAMINER’S CERTIFICATE OF DEATH Rad Ss al 
x g- at, No. 
t. ¢ does 
8 3 2 hay PEACE OF PERT 2. USUAL RESIDENCE (Where deceosed lived. If Inslilution: Residence before admission) 
2 6 °. 
fae 38 Carroll manrano || ° SATE Maryland ew 
fad 3 pL Hi b, CITY OR TOWN (It ovtiide corporate Himits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
58 5 a ‘ond give neorest town) = 
eee 5 * Sykesville imo, 15dys Baltimore ovo 
ed | 4: NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street address) ‘d. STREET ADDRESS «Is RESIDENCE 
2 7 a 2 
es - Springfield State Hospital 9 Fast Fort Avenue ves] No Gt 
ae. 
3 Ss 3. NAME OF First Middle Lost 4. DATE Month Dsy Yeor 
weoss -DECEASED OF 
pide (ype or print) Ma Hoffman REDDISH | oeatn December 6 19 56 
3A fe 5, SEX 6. COLOR OR RACE |7- MARRIEO [[] NEVER MARRIED [1] 8. DATE OF BIRTH . AGE (in yeors [FUNDER 1YEAR| IF UNDER 24 HRS. 
toe dear ba tual Months] Doys | Hours | Min. 
Bots F W wiboweD oworceo) | November 30, 1877] 79 ye. 
Bn ¥ Oa. USUAL OCCUPATION [Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
win Juring most ‘ing lite, even if reti 
Bye duri Dito Nexon roiceA , 
55e2 /|_ Housewife Maryland USA 
5 ee 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ln cael/ ae \ John Henry Hoffman Katherine Weaver 
~ eee I \/15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
Aas 4 /] (es, ne, of vakrawn) (iF yes, give wor or dotes of service) : 5 
Pere Vg} No Soringfield Hospital records 
eee = 18. CAUSE OF DEATH [Enter only one covte per fine for {0}, (B), ond (c}.] ONSEY AND DEATHS 
ports PART I. DEATH WAS CAUSED BY: 
Bred ATU DEAT Meoiate Cause) Pulmonary embolism days 
sis 35%, 4 DUE TO 
Sete Conditions, if ony, which Thrombosis right iliac vein days 
—3 ) 
3 gove rise to Immediote coure 
zsss (0), stoting the un DUE TO 
Pier couse lait. Goa y ©. 
aE» ——— 
2 Se ¢ ; 5 Prhei U RPO VO e OP URES ONTEUTING TO DEATH BUT Sey RELATED TO THE Jeune DISEASE CONDITION GIVEN IN PART Ifo} |19. ate” 
3 3 5 3 21%| Psychosis with convulsive disorder, epileptic d@erioration yesK] nol] 
5 g3 = #& [200. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Part IN of item 18.) 
sie 8 & | PRIMARY 1) or CONTRIBUTING 2 * . 
2,62 & | CAUSE OF DEATH. Patient slipped and fell 
bs g 5 2 3 20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED, ]20e. PLACE OF Iuury che eons T70F. (City or town} (County) (Stote) 
= p eh . fe *) ,_ sttept, of |.» ete. 4 
E80 O°/g) Hem om 12/16 16 [Mie Seirtieg| | Hospital i Sykesville Carroll Md. 
= od e 21. | certify that | taak charge of the remains described abave, held an Autapsy [X], Inspection [], Inquiry [_], and find that 
Se a A oar . . 
lee 5 death res fram: Natural causes J, Accident [,\ Suicide [], Hamicide [J], Undetermined cause [7]. 
S85 
2sse DATE SIGNED 
a 2 = % : bay MOD. CHIEF MEDICAL EXAMINER: o 
eo = \ ASSISTANT MEDICAL EXAMINER ["] 
Pees 2 Name ype) James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER [2f 12/6/56 
og 3 2 3 Tie. SURRY CHEMATON, ‘2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {(Stote} 
P43 peer 
arros $ 12/10/56 Moreland Park Baltingy 
* 23. FUNERAL DIRECTOR'S SIGNATURE age RA k} B: REGISTRAR'S SIGNATURE. // 
laciteana McCully Funeral Homes ~ 130 Fort Avenue “ ae 
5M 9/55 z 3 3 fo FAA Attig 


gg 4 
rector, 


Pages | and 2 shauld be 


s certificate has been signed by the attending physicion and campletely filled ir 
Then please remave carbon 


|. Cremation, ar remaval, and in any event within 72 haurs after 


fal ar attending physician. 


ECTOR: After 
be detached far use as the burial-transit permit. 


the registrar priar ta burial, 


* 
3 
oa 
© 
= 
> 
a 
D 


i 
page 3 shaurd 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs afler death. Pa 
may be « 


TO FUNER. 


VS AIS (4) 
15M 9755 


n pane 
al 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3 3 i, 
12259 CERTIFICATE OF DEATH ie 


Reg. Dist. No. if 
1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1! institution: Residence before odmission) 
is b. COUNTY ae 
\ Carroll Lag blage Mo rvland vot — ob 
oy b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {It outside corporate limits, write RURAL ond give nearest town) 
eos RURAL ond give nearest town) 
=“ Sykesville land 2yrse 3mose 115 Montford Ave, - Baltimore , M 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital ves] no fQ) 
3. NAME OF fi ied 4. DATE 
Pes est ; Middle lost Bi Month Doy Yeor 
{ype or print Catherine -- Roach DEATH 12- 719 56 
5. SEX 6. COLOR OR RACE | 7. MARRIEO [_] NEVER MARRIED (O [& OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 8 lost “4 oy) | Months] Days | Hours Min. 
Female White |wwowen tH —_ovorceo (] 3-1-1879 ys. 
10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mort of working life, even if retired) 


Housewi cok Baltixore City UeSehe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Jones Margaret O'Neill 
v2 WAS eee ny U.S. bey) cuca 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
ees etecticer| veer w dots 
= a —— Hospital records - Springfield State Hosp, 
18. CAUSE OF DEATH [Enter only one couse per line lor (0), (b}. ond (¢).] UNTERVAL BETWEEN, 
PART. DEATH MEDIATE CAUSE (ol Coronary occlusion $ Wour 


DUE TO 


Conditions, if ony, which oi Cardio-vasculer condition 5 yrs. 
gove rise ta immediate 
cose (0}, stoting the ynder- ( OVE TO 
lying couse lost. 0. 
Pant Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO TNE TERMINAL DISEASE CONDITION GIVEN IN PART Top} 9. ae te 
ves §J No 


200. ACCIDENT NYAS UNDERLYING £) (1 [20b. DESCRIBE HOW INSURY OCCURRED. (Enter noture of injury in Port Lar Port Il ol item 18.) 
OR CONTRIGUT! CAUSE OF DEAT! 
{IF eltHeR. NOTIFY MEDICAL EXAMINER), 


20. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, Hy 20f. (City of town) (County) (Stote) 
et gaeatn bie Nettie factory, street, office bidg., etc.) 
_ sie sde [etl pa a 2 eS 


21. I certify thot | attended the deceased a 19.514, ta. 2,that | last saw the deceased 


alive on_____ 12-6— _ 19.56. , and that death occurred at_25 AM, fram the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION, 


rates a asin, = 5 ey ee eee : 
2o. mipotat get ‘77. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {State) 

uriea 12-10-1956 |New Cathedral Cemeter Edmondson Ave.Bal to :n4 
23. FUNERAL DIRECTOR'S SIGNATURE Vika 24a. REC'D BY REGIS ss 2th. REGISTRAR'S SIGNATURE Z 
Ate hee. C A 

Porge A 4 7 A ott ALS & OD) 


® ‘A Avauna 


o6t Tr 9ac 


Marsan! 


SENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours offer deoth: Page 4 


le hospitol or ottending physicion. 


MARYLAND nc DEPARTMENT OF HEALTH—BALTIMORE, 1 18 
Then 2 Fil8620°CeRTIFICATE OF DEATH ave, oh 2338 


ot 


bo Se ic Bo ee Ty 

3 g 2 b RURAL ond give ele fimits, write c. CITY OR TOWN (if outside corporole limits, write RURAL ond give nearest ow 

2g M|_Sykeeville ee)? - 

£ - d. STREET oe O56 orth Po veal Rd. [+ i Resivence 

. if [TIPLITI TA BIE iE ves No 
= 1 | Ree. Wenceslaus Slechta | Sum 12 = 23"= 3,56 
A 
ra 


3. SEX 6. COLOR OR RACE |7. Sa NEVER MARRIED [] | 8 OATE OF BIRTH 9. AGE (In yeon [IF UNDER 1 YEAR] IF UNDER 24 HES 
Ly if birthday) [Months] Doys | Hours Min. 
White winoweo [J pivorceo 4-3-) yn. 


& £ 10. San Posto (Give oe eed 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
es ! Conmuntoations ‘Wahager | Western Union Maryland, Baltimore UsSphs 

3 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

ae Joseph Slechta Rose Chvala 

@ 1s, Was DECEASED EVER IN ¥, 5 ARMED FORCES? 116, SOCIAL SECURITY NO. [17. INFORMANT ‘Address 

ENS Aileen [Pe EES] ST] towpitad Records. 

3 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c).] INTERVAL BETWEEN 


ONSET ANO DEATH 


OT ES PEN Myocarditis montis 


Lf . DUE TO 
Conditions, if ony, which FS Dermatomyositis three years 


ove rise to immediote 
cose {o}, stoting the under- ( OVE TO 
lying couse lost. ey 


Pant 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN JN PART 1(0)|19. ieee 
Schizophrenia reactions,paranoid type. ves (]_ NO 


200. ACCIDENT WAS. $ UNDERLYING ©1__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 18.) 
OR CONTRIBUTING [CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. VS ‘OF INJURY {Home, form, 1 20F. (City or town) (County) (Stote} 
Hour 0. m. While _ Not ae fectoty, sree, office bidg., vhs 
pm. lot work [] of work 


21. | certify that | attended the deceased from. ee oe 9.2, to_J , 129__ that | last saw the deceased 


Then 


|, ¢remation, or removal, ond in any event within 


¢ buriol-transit permit. 


MEDICAL CERTIFICATION 


t: After this certificate hos been signed by the attending physician ond completely filled in 


eoched for use os 


3 
205 alive on esee= 122)____, and that dgath occurred at. .M, from the causes and on the date stated above. 
2 ; hel ADDRESS (Street, city or town, stote) DATE SIGNED 
3 y 7 
ie A a 22a a . Springfield State Hospital, 12-23-56 
a EE: mewaes Aeustin del Campo M.D. a ee 
é ss ° 6 To. HE ae ‘Wc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION , town, of county) (Stote) 
oD <g 
see ge Buria 2/28/56 Holy Redeemer Cem, Baltimore, Md, 
-—) 22. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
V5 ANS (4) > . i -- O54 ye 
15M 9/55 Co ati 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 3 5 4 
12353 CERTIFICATE OF DEATH 


Reg. Dist. No. 


tution: Residence before odmi 
COUNTY 


1, PLACE OF DEATH 


id 


MARYLAND siglig FIZ, 


rate limits, write 


he funeral directar. 


3 NE © “Se ‘OF STAY IN Ib ae | © CITY. QR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

4 
> pf 
3 <—ELZ (al tg ls kt OM Ol is 
sy NAMPA HOSPITAL Tt nat in hospital, give street ay o ‘d. STREET ADDRESS ‘©. 1S RESIDENCE 7 
a OR ENSTITUTION a ON. A FARM? 


ag 


Then please remove carbon papers. Pages 1 ond 


YS No (] 
3. pee vas Bl Fint lost 4. lg be Dey Yeor 
ea. Ze, Ut ‘etl S PFLIVCER DEATH Dre. 29 wp9S 


3. SEX 8 COPOR OR RACE |7. makeieD [] NEVER MARRIED [_] [®. DATE OF BIRTH GE (In yeors Cal TEAR F nena 
o = bisthday) ea Hours 
wioowz0 J pivorceo [J ad yrs, 
Toa. ca eeomias (Give kind of work done] 106, KIND eae BUSINESS OR INDUSTRY] 11. BIRTHPLACE (State or oe Saal met afer OF WHAT COUNTRY? 
ost of ees life, eysth if retired) y 
Aha te £ oS f7 
4, MOTHER'S MAIDEN ane F 
Za ede B 
=< LYE PEC EF eZ 
15, WAS DECEASED 6VER IN U. 5, ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFOR fa Addres, = 
I Hongmeremmuny 9 Wyott re A oA 
LEA Lilt La cee = £7 LE 


18, CAUSE OF DEATH [Enter only one couse per line for (0), a ‘ond (€)-] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


“use, DUE TO 


Canditians, if ony, which ) 
gove rise to immediate 
covse (a), stating the under- 


lying couse lost, a a c/e ross, 
Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)]19. RS AUTOPSY 
FE 


FORMED? 
ys] NoO] 
Wa. ACCIDENT WAS UNDERLYING C1 ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Past 1 ar Port W of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, a # Yeor | 20d. INJURY OCCURRED We, PLACE OF INJURY (Home, oe 120. {City or town) (County) {Stote} 
Hour a.m. While Not ele factary, street, affice bidg., etc.) 
p.m, jot work [} Oe wark ‘ 


21. | certify that | attended the deceased fram. — ae ieee WOR lane Ce es , 192.8 that | last saw the deceased 
alive on... Fs Dire, ee Wie, ang that death accurred at23¢P M, fram the causes and on the date stated abave. 


mugs 1/4 wey D Heke BY feSV/ 4k 2 7, 2, 


Za. HENOWAL een ‘Wb. DATE THEREOF "Z yy a BP ¢! oR (ATORY Nd. \RLCA teak, town, af county) [Stote) 
Specip 
E221 es Z- 4 LL, C44 Ht f 
LeC R . 
LE 


240. "2 = 772 REGISTRAR'S ae 
pate 


Hed in 


72 hours after death. 


that the deoth certificote be executed within 24 haurs after death. Poge 4 


Ferroscle resis Gewer/y2e, Cerebial 


ires 


The law requ 


by the hospitol or ottending physicion. 


te hos been signed by the ottending physician and completely 


MEDICAL CERTIFICATION 


After this certifi 


CTOR: 
be detached for use os the buriol-transit permit. 


the registrar prior ta buriol, cremation, or removal, and in ony event within’ 


Ea 


poge 3 shou! 


moy be r 


TO HOSPITAL OR ATTENDING PHYSICIAN 


TO FUNER 


VS AIS (4) 
15M 9/55 


SA nvaund 


s Nv 
* 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 2 335 
12354 — CERTIFICATE OF DEATH ee ay 


1 PLACE OF DEATH : 2, USUAL RESIDENCE (Where dececsed lived. If institution, Residence before odmission) 
a. R 0 a. b. COUNTY 
| MARYLAND I~ A R ia 


© 


onl 


ireetar, 


hauld be filed with 


ze b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
i ml end aye motetionn| ee Adeeb . one : 

32 XA Ross Neskes 2 pRAL Sasol ee 

A if d. NAME OF HOSPITAL {IF not in hospital, give street address) 


d. STREET ADDRESS e IS aye 4 / 


Horrowllock Rp. Ba be 
3. NAME OF First Middle lost 4. DATE Month Cay Year 
Hen AL BE DAvip STEP; Sam DEC Sg ee 


5. SEX 6. COLOR OR RACE |7. MARRIED [ZPNEVER MARRIED [7] | ©. DATE OF BIRTH %. AGE (in yea iF UNDER 1 YEAR] IF UNDER 24 HRS. 
-. ost birthday] oe 
—M y wiowep [1] pivorceo tt] | 17 Ay 24-13 Z ils a 


We. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stale or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if relived) Wh ’ 
D De. de tS As | 


[TE 7. Aj : PE ty_IA 
19. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Avid STEé 


RK Ww ras 
igen TF re oe mere: es wre 4 
j V5- 10-78 SAWS HARI. DPicwe rt Westriystenhh 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (bl, ond {c).] INTERVAL BETWEEN J = 
PART 1. DEATH WAS CAUSED BY: @ a re 4 WEA ; ha ge NSE 4 2 
IMMEDIATE CAUSE (a) iw] . 


iy ‘OR INSTITUTION 


Ld 


Pages ? and 


r. 


Then please remove carbon papers. 


é DuE TO . ‘ ' Lewtca€ 
ag Bae ony. ust 0) AAALALG (eo Vian gta SLA 

ave rise ta immediat J 
couse (0), stoting the under. ( OVE TO D . y i. . forte ") f <p Leura? 
dying couse lost. (QA WAAA LALA : tee PAS Ad 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. a rc AUTOPSY 


FORMED? 
ves(] no] 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part ! ar Port I of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm, | 20F. (City ar town) (County) (State) 
Ger Bn evhitet”  SiNetlONale foclory, street, office bldg., etc.) | 
pom. W lot work (] at work GB ‘ 
[/ 


21. | certify Ns | attended the deceased from AEC. I, wIG tte k ee, 2,199 Bhat | last saw the deceased 


alive on_& eu, 19 7 = and that death accurred athe’ , from the causes and an the date stated abave. 


MEDICAL CERTIFICATION 


ICTOR: After this certificate hos been signed by the attending physician and completely filled in 
to burial, cremation, or removal, and in any event within 72 hours ofter death. 


by the haspital or attending physician. 
be detached far use as the buriol-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death: Page 4 


p 0 Fs y) } treet, city gf town, state) DATE SIGNED 
ry 2 SoNAtur LAT ZAC L ae, {LKR EL EAH. Weg a Me [ AWMSL SE 
25 PHYSICIAN'S ke 

*: atti _ XA ISPEICHEL, My) WES TMIMSTEK. 
sy ae Zac. NAME OF CEMETERY OR CREMATORY Wd. JOCATION (City. town, or county) GD, [> (State) 
iti MO pecit - . S fa 3 
regs UPAR DEC S SOVESTERS Gem WEST “v 

4 R = 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

ANIA foare __ J 9 awe LR, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12255 CERTIFICATE OF DEATH 


ll 


Reg. Dist, No. ”/, 


3 s ts on ieaaane 2 bol (Where deceased lived. If institution: Residence before admission) 
ts o o b. COUNTY 2 
sa J Carroll MARYLAND Maryland OUNT” —Baltocgeames 
x} e \ b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 y aoe ‘ond give negres! town) —— 4 
3 XK ykesville poyrs.7mos.27 days Baltimore [im tf 
os ‘d. NAME OF HOSPITAL [If not in hospital, give street address) ‘d. STREET ADDRESS e. IS RESIDENCE 
7 OR INSTITUTION | “ " ON A FARM? 
& Springfield State Hospital 016 Vineyard Lane ves] NOT 
5 3. NAME OF First Middle lost 4. DATE Month Dey Yeor 
Fe (Type or print) Margaret STEWART deatH ~=December 12 1956 
2 8. DATE OF BIRTH 9. AGE {In years |IF UNDER t YEAR) IF UNDER 24 HRS. 


fost, bicthday) 
uD oy. 


Hours] Min, 


5, SEX 6, COLOR OR RACE 17. MARRIED [] NEVER MARRIED [J 
Female White wipOWwED [] DIVORCED 


1907 


may be rete 
TO FUNERA| 


6 
4 
” 
© 
D 
& 


‘Z2o. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tic. NAME OF CEM! Of CREATOR 72d. LOCATION (Cipg town, or county) (Stote) 
REMOVAL (Specify) ~- 4 
| Peer” V2/Z- Sb ea (ellce Bejbnci , Ka 
NERA ORE OR’S SIGNATURE, J), Gon 7 | 240. REC'D, BY REGISTRAR | 2a REGISTRAR'S SIGNATURE 
wits \\ Pee OPA 5h Pohl, 4d [AIP ‘distal 


« 
& 
« 
z 
3 
iy 
7 
= 
3 
5 
3 
gs 
z 3 
g = 
2 > 
ets 
- 
& te — 
2 ¢ & 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |]. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g ses ducting mest cua life, even if retired) ed ie 
as / Lomestic ey, Pennsylvania U.S.A. 
2 g : 
3 4 2 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ae 7 | Sam Stewart Margaret - 
3 - 8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= a5= r ie guaeere {Hf yet, give wor of dates of service) eon we htelgan wen a 
Je 8 , ° - - Springfie ospital records 
S se 18. CAUSE OF DEATH [Enter only one cause per fi , (D). ond (c) be = ey "| (NTERVAL BETWEEN 
& S32 ONSET AND DEA’ 
2 og PART I. DEATH ESAT Cue (o._carcinoma of the cervix of the uterus with One _yr.nlus 
2 ye 
ee tS ITT pueIo. © Metastases to the lungs. 
5 / 
= 52> Conditions, if ony, which re 
s 2 Eo gove rise to immediote 
3 68s cotse (0), stoting the under. ¢ OVE TO 
& yader. 
fesse tying couse lost, (y)9 ( 
<i 
3 S 3 5 “4 wa ra Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART top ft 9. Meee sl 
SBRoas = z 
2aBs 3 “\z| General paresisg tuberculosis of lung. ves€] no (] 
Foot ss = [Be ACCIDENT WAS UNDERLYING [] 1205. DESCRIBE HOW INIURY OCCURRED. (Ener nature of injury in Port Vor Port W of item 18) 
eat = 
4 ' 825 © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oes © & |e. Time OF INJURY Mont, 1. Yeor | 20d. INJURY OCCURRED — | 20e, PLACE OF INJURY (Home, form, | 20F. (City or t 
= 28 38 3 Hour om. ie Pea . reseiie foctory, street, office bidg., we)! ears aT oa 
zsE75 g pm. 19 [ot work (] ot work [J H 
2= 58 
3 fe = 21. | certify that | attended the deceased fram JULY 2s, 19.50_, obec 
a og a 
8 a 2 3 5 alive an December Le ae, 12.26, and that death occurred at. 8 M, from the causes ond on the dote stated obove, 
— = 6 3 nd . , Yl ADDRESS (Street, city or town, stote) DATE SIGNED 
— Oo a . s 2 
epee) | (Sein WE wo, ..Soringfield State Hospital 12/12/56 _ 
e : 
z : Namie Walther H. Sonnenfeldt, M.D. __Sykesville, Marylan 
= & 
8 2 
acres 
° = 
i 


3A Avaung 


Mis if A 
Mic 1%}) 
Je 


2 42 
1 g £4 MARYLAND STATE DEPARTMENT OF HEALTH-—BALTIMORE, 18 
UU SS © 
= 
= <5 CERTIFICATE OF —— 
. £8 
iy 3 2 — w 34 5 6 Reg. Dist. No. 
2 Fe( a PLACE OF DEATH 2, USUAL RESIDENCE (HOME) OF DECEASED 
gt wo ’ 
a Qe / county Carroll MARYLAND stat Maryland counry Carroll 
& 5 - CITY = (Hf outside corporeta limits, write RURAL LENGTH OF STAY CITY (if outsida corporate limits, write RURAL end give neerest town) 
£8 y OR end give nearest town) (ln this plece) roy 
& qe |" _Rural—Taneytown 25 years Town Rural—Taneytown 
3 Ns HOSPITAL OR STREET {if rurel give locetion) 
s oe P INSTITUTION OR ADDRESS, 
z = § \ STREET ADDRESS 
Fy 2 3. THAME OF (First) (Middle) (Lest) ‘4. pare {Monthy ay) (Yea) 
o - 
2 «$2 es ay Flora Tis Stuller PEATH December 16, 19 56 
s > = 5. SEX 6. cee OR YA SR ED ass 8. DATE OF BIRTH 9. AGE last birthday IF UNDER 1 YEAR | IF UNDER 24 HRS. 
2 82 , , “Months | Deys | Hours | Min, 
$ ec Female | White Sect Nearried | Sept.10,1887 6&9 ves. | 
ail od 10e, USUAL OCCUPATION (Give kind of work Wb, KIND OF BUSINESS M1. BIRTHPLACE (Staia or foraign country) 12. CITIZEN OF WHAT 
£ : | done during most of working life, even if OR INDUSTRY Gish 
Hy retired) Housewife Own home Maryland ak. 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Amos L. Fowble Alice Phillips 
17. INFORMANT & ADDRESS 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 
5] (Yes, no, of unk.) | (iF Yes, give wer or dates of service) 
Edw. E, Staller, Taneytown 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO. DEATH 


1S “Yo WMEDIATE CAUSE 1A) Cia ee a shail 4 iowa ge dae. { 
DUE TO 


ANTECEDENT CAUSE(S} 
DISEASES OR CONDITIONS, IF ANY, (8) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LasT, DUE TO 
{c) 
TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


wal 


fi 
el 


INTERVAL BETWEEN 
ONSET AND DEATH 


ef Ly Wien > ae 


INSTRUCTIONS 


PHYSICIAN OR HOSPITAL: The law requires that the-d 


The bottom copy may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: The law requires that the death certificate b 


Te. DATE OF OPERATION ] _19b. MAJOR FINDINGS OF OPERATION 70,_AUTOPSY? 

53. > Cnio3sT oS e Bp. ves [} NO 
Ge. ACCIDENT WAS UNDERLYING [J] 21b. PLACE (Hdme, farm, factory, Diet WHERE DID INJURY OCCUR? (City or fown) (County) (Stata) 
‘OR CONTRIEUTING C] CAUSE OF DEATH | OF INJURY street bidg., ate.) 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 
(Month) (0: 


21d, TIME OF INJURY 


INJURY OCCURRED 

Not whi 

work L] at work 

22. I hereby certify that | attended the deceased from. tod Lote. 1942. hat | last saw the deceased 
5% vt. wz fand that death occurred ai M, from the causes and on the date slated above. 


ADDRESS (Street, city, town, stete) PATE SIGNED 
DIES ENGL 
Mo. Antvier Np _i Wie [sz 


DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (Stete) 


21. HOW DID INJURY OCCUR? 


certificate has been executed by the attending physician and compl 


death certificate assembly should be detached for use as a burial transi 
o 


TO arren 


~ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12357 _ CERTIFICATE OF DEATH en 


“S 
M |}. PLACE OF DEATH ” pee dn * alata {Where deceased lived. If institutian: Residence before admission) 
. COUNTY b. COUNTY 


Carroli Maryland 
b. CITY OR TOWN (If outside corporote limits, write ¢. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest tawn) > 
Sykesville 4 days Baltimore 14 y 


d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


° 2 " 56 amore Road yes] No 
3. NAME OF i 4. DATE 
GECEASED lost eA Manth Doy Year 


ies orerat John William TANKERS LEY ot December 3 19 56 


S. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER } YEAR| IF UNDER 24 HRS. 
lost birthday) [Months] Days Min. 
M W wioowen Rihe —_ovorceo EO] | July 12, 1865 C7; a 


100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retted) 
R RED R Maryland USA, 


] 
‘ MAN 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Hiram Tankersle Bidd SHORES 
15, WAS ea aed IN U. §. ARMED FORCES? 17, INFORMANT Address 
| fies nec oronknown) 1 (It yan, give mor dots of service) 
0|_No Bi7' 4 1294 Springfield Hospital records 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (e)-} INTERVAL BETWEEN 


ONSET_AND DEATH 
PART |. DEATH Was caustoly. Cerebral Hemorrhage 
DUE TO 


Conditions, if ony, which w__Cerebral Arteriosclgerosis 


gove rise to immediate 
cotse (a), stoting the under. ( CUETO 


lying couse lost. «)__Generalized Arteriosclerosis 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/ 19. Mig allt 
Chronic brain syndrome associated with arteriosclerosis 


200. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of item 18.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, Taf {City or town) {County} (Stote) 
Hour o. m. While. Not while factory, street, office bldg., ogN 
p.m. 19 Jot work ([] ot work [J 


21. | certify that | attended the deceased fram,_November 27 19.56, anaes So 19,56 that | last saw the deceased 
alive on__December m2. 19.56 .. and that death occurred ot.Z3.1.9._AM, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
reouw. Wath H lonrentl .. 


PHYSICIAN'S 


NAME (Typs)_ Walther H. Sonnenfe _sykesville, Maryland 


‘To. BURIAL, Cigpeaiy Tb. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, enh, ae 
Bete” | 12/6/56 MOB LAY yD_N} a CEM.| BALTIMORE MARYLAND. 

23. FUNERAL DIRECTOR'S SIGNATURE 24a. | REC'D BY REGISTRAR ‘ Va 

HENRY SANDER & SONS Nc BALTIM ate TLAbAS: & : aac is De, yi 


ie funeral director, 
auld be filed with 


Wy. 


Pages | ani 


en please remave carbon popers. 
within 72 hours ofter death. 


icate has been signed by the attending physician and campletely filled in 


MEDICAL CERTIFICATION 


by the hospital or attending physician. 


CTOR: After this cet 
be detached fer use as the burial-transit perma 


the registrar prior ta burial, crematian, ar remaval, and in/any eve 


moy be ret 
Page 3 shau 


TO FUNERAI 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18- 
12253 CERTIFICATE OF DEATH 


ond 


Reg. Dist. 
se 
£ =: }. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admistion) 
2 z o. COUNTY 1 Areva 0. STATE b. COUNTY 
SS a Meryland : 
Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
ss zy RURAL ond give nearest town) e 
22 x Sykesville, Maryland }: Baltimore Ci BV Os 
2 2 f . bi Ses molt ad {IE not in hospitol, give street address) d. STREET ADDRESS . Pn asd 
H ) : z - “ 
Pe Es Springfield State Hospital S902 Sefton Ave. YES [] NOL. 
% ae First Middle tot 4. : a Month Doy Yeor 
Ripe copa) Mary Elizabeth Trainor DEATH 12 13 4g Se 


Sug 6. COLOR OR RACE |7. MARRIED (_] NEVER MARRIED [7] | @- DATE OF BIRTH STAGE a peor IF UNDER 1 YEAR] IF UNDER 24 HRS, 
j lost bithdoy) | Month er 
Female White |wwoweof) —_oworceo | 7-22-1870 oe cee Ee ES 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
M during most of working life, even if retired) 4 Cs 
' one =--- Baltinore Yity, Md, U.S.A. 


13. FATHER'S NAME x V4. MOTHER'S MAIDEN NAME 
tniew Elizabeth ? 
1s, WAS DECEASED EVER INU. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT _ Aadress 
Toapital Records ~ Springtield State Hosp. 


Then pleose remove corbon papers. Poges | a 


the registror prior ta buriol, cremation, or removal, ond in any event within 72 hours after death. 


18, CAUSE OF DEATH [Enter only one couse per line For (a), (b}, ond (c).] INTERVAL BETWEEN, 
PART 1, DEATH WAS CAI 
OAT IEDIATE CAUSE fol Coronary ocelusion pas 
uH. ’ DUE TO 


Generalized arteriosclerosis 10 yrs. 


if any. which m ie 


Gove rise to immediate 
cofse {a), stoting the under. ( DUE TO 
lying cause lost. ©. 


ECTOR: After this certificate has been signed by the offending physician ond completely filled in 


€ 
& 
< = 
Bene 
2 5 a Parr ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 
$3 aie 
S38 5 ves] NOO 
202 = | 200. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port if of item 18.) 
Soe & | OR CONTRIBUTING KJ CAUSE OF DEATH 
gs & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
ogs & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
Sa a Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
we = p.m. 19 fot work [1] ot work (J 1 
: ee) 
sss 21. | certify that attended the deceased from.d2=1 3, Z 1952, to L2-13—_ a, 1PL___,that | last saw the deceased 
222 ’ 3 
228 ative on... 12=12—. 19.26. __, and that death occurred at 10:00PM, fram the causes and an the date stated abave. 
age 
A 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours ofter death. Poge 4 


ADDRESS (Street, city or town, state) DATE SIGNED 
/ ACTUAL , if 
e SIGNATUR é 
a3 nametives)__M. N, Mastin - M.D. PR eed fe 
£3 ey No. RUNS CEMATION: ‘Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
>D J . 
et Buriat” {12/17/56 New Cathedral (en. Baltimore, Maruland 
- = { — ]23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘Qdo. REC'D BY REGISTRAR | 24b. REGISTPAR'S SIGNATURE 
‘ ( ie L tos 
Vs Ats.0 V |Leonard ¥. Kuck 5305 Hang ond Road #74 pare (2-4 So : 7 


MARYLAND STATE.DEPARTMENT OF HEALTH—BALTIMORE, 18 1 2 3 4 Q 
12259 CERTIFICATE OF DEATH et ue ee 


a 
8 = / fs eae . Meee eee (Where deceased lived. If institution: Residence befare odmission) 
e. “ae b. COUNT 
a arro anrtasio * Maryland Carroll 
3 z b. Sines {it nips corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
6 ‘ond give neores! / 
a4 Rural-S: kesville 2 Se Rural--Sykesville van 
2 d. Seeniiod (If not in hospital, give street address) d. STREET ADDRESS Jf \* Bk cae. 
Pa Klee Mill Rd. v6 D) NOX] 

2 

° 3. NAME OF Finest Middle low 4 = Month Day Yeor 

- DECEASED ’ x - 

5 {Type or print) Ww VEAL kL LtAlZ SeaTH aa 22 wS6 

é $. SEX 6. COLOR OR RACE |7. MARRIED Pe] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (in Toy IF UNDER 1 YEAR| IF UNDER 24 HRS. 

los 'Y] Months O. : 
f#] wl wiooweo [J oworceot] | 10-17-1898 58 ela ad ee ya 
100. USUAL OCCUPATION {Give kind af wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12, CATIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Truck driver Cowan Transfer Maryland U.S. 
13. FATHER'S NAME 14, MOTHER'S: MAIDEN NAME 
Michael Walz Blendia ?? 


Uae laser Ba ee ee eee 16, SOCIAL SECURITY NO. |17, INFORMANT Address 
no 215-28-7944| Ida G. Walz, Sykesville, Md. 


18. CAUSE OF DEATH [Enter onty one couse per line far {0}. (b). ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. beers SG An aay ct ohonpr ill Bosls , ppl Jerrosclerosis 
Ye if UE TO 
CH ds; AC 


Conditions, if ony, which 
gove to immediate 

cate (0), stoting the under: ( CUETO 
lying couse lost. te. 
dying couse tort, 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART tia) | 19. or: AUTOPSY 


ERFORMED? 
fe GO nog 
200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port 1 ar Port Ii of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINE) 
20c. TIME OF INJURY Month, — Yeor ]204, INJURY OCCURRED ]20e. PLACE OF INJURY (Home, farm, 1204 (City oF town) {County} (Stote) 
Hour 9, m. While Not miler factory, street, office bldg., ee 
p.m. jot wark [7] at work 


21. 1 certify that! attended the deceased fram._sJ A M_________. , 198e., to Fac: aca A 194.2 that 1 last saw the deceased 
alive an ). wes, 2S, and ie death accurred ot oP, fram the causes and on the date stated abave. 


ADDRESS {Sireet, city or town, stote) >. SIGNED 
: = 
ACTUAL 
SIGNATUR a M.D... Si / me 


Mineuns Howard E. Hall 


Then please remove corbon papers. 


the registror prior ta burial, cramation, ar removal, and in ony event within 72 no death. 


2G decsr 


‘onsit permit, 


te hos been signed by the attending physicion ond campletely filled in 


nding physicion. 


Zz 
8 
g 
< 
y 
B 
5 
6 
e 
2 


by the haspitol ar a 


ECTOR: After this c: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs offer death. Page 


eae PERO Oe ee ee ae | Se eee ee 
38 2 Zo. BURIAL, ree ‘2b, DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, town, ar county) {Stote) 
B23 BOR 12-26-1956 [EVergreen Mem.Gardens Carroll Co., Md. 
2 23. FUNERAL DIRECTOR'S SIGNATURE F ADORESS ‘24a, REC'D BY REGISTRAR ‘Bb. REGISTRAR'S SIGNATURE e 
¥5 AIS S) C. M. Waltz, Winfield, Md. pre OY ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12341 
CERTIFICATE OF DEATH 


-H. Reg. Dist. No. 
3 as 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
; °. b. COUNTY 
&3 -~ Carroll ss gto Maryland Montgome 
“a % © Hi b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 
5.0 S RURAL ond give nearest town) 8 a ax 
$2 Sykesville 20 days Chevy Chase of 
22 — dé. aeeece. (If not in hospital, give street oddress) d. STREET ADDRESS ° te ECE 
ta $55 Hetield State Hospital 3711 Thornapple St. ves] Note 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED 
yee ered) Fugene William WELLS [ Bam December { 1956 


IF UNDER 24 HRS. 


S. SEX 6. COLOR OR RACE |7. MARRIEDTE] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (in yeors JEUNDER I YEAR 
S irthdoy] 
Male White wipowen ([] pivorceo) | June 11, 1869 "87 yrs, ay ee 


Hours 
V2. CITIZEN OF WHAT COUNTRY? 


2 
o 
3 
iy 
2 
Fa 
aa 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
ge uring most af working life, even if retired) 5 
og } Plasterer - Pennsylvania U.S.A. 
8 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
f I \| Edgar Wells Marietta Buckingham 
8 ‘3 WAS a es U.S. apes gcd 16. SOCIAL SECURITY NO, ]17. INFORMANT Address 
jan ey wth amor or des ef erie j 3 
§ O NS aes E7921 2-5903 Springfield Hospital records, 
@ 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, and (c)-] TARA RETR 
a PARTI. , 1 i 
§ : TU. DEATH Was casio er Arterioselerotic cardio-vascular disease years 
i Lf 22, DUE TO 
Conditions, if any, which éi Generalized Arteriosclerosis years 
gove rise to immediote DUE TO 


co¥se (a), stoting Ihe under: 
lying couse lost. (G 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Hee 
C.B.S.associated with cerebral arteriosclerosis with psychotic reactions vs no} 


20a. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | ar Port Il af item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, (City oF town) {County) (Stote) 
Hour a.m. White. Not white foctory, street, office bidg., etc. 
p.m. 1 Jot work [J] ot work (J 


quires thot the death certificate be executed within 24 hours ofter death 


tronsit permit. 


icote has been signed by the attending physician ond completely filled in 


be detoched for use os the buri 
the registror prior to buriol, cremotion, or removal, ond in any event within 72 


MEDICAL CERTIFICATION 


by the haspitol or ottending physicion. 


s 21. t certify thot | ottended the <— from November 13, 19.22, to, a ___., IP2__that | lost sow the deceosed 

é olive on VEC i , 1922____, ond thot deojh occurred ot /__. M, from the causes ond on the date stated obove. 

8 CZ dele Bel ADDRESS (Street, city or town, stole) DATE SIGNED 
ne j| |Seittund THA Oriepelan springiions state Fospstel es 

y PHYSICIAN'S [bgestin delCampo, M.D. # Sykesville, Maryland 


To. EES scilag Svar | ‘2c, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
EMO pecit i 7 
eae 2 x aes ‘ Suitland ,Md. 
23. FUNERAL DIRECTOR'S SIGN Fe: ORS) 2da, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Pipes 
ANS (4) 9 i y) a r- 
ews Katert tie ol s Rathod Hoare L2-AP- VO a be géZ 


may be rel 


TO FUNERAI 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 
poge 3 shou’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 — + 9342 : 
42361 — CERTIFICATE OF DEATH 


email 


rye Reg. Dist. Neo. 
ae 
= * ti 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmision) 
¥ ‘| & 08 b. COUNT f 
se Carroll ee. Maryland ont. gomer ‘ 
x] b. CITY OR TOWN (IF outside corporate limits, write |<. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
3 3 X RURAL and give nearest town) Pe 
$3 Sykesville 5yr,10mo,1d & Cabin John PX og 
2 Z£ d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 3. STREET ADDRESS e. 15 RESIDENCE 
- OR INSTITUTION ON A FARM? 
a / pringfie e Hospita 6th Street ves C] Nom 
2 5 2 es First Middle lost 4. ar Month Day Yeor 
ai; (ype oF print) Minnie Gordon NTLLIAMS DEATH December 28 19 56 
° $. SEX 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
za lost birthday) [Months] Doys | Hours | Min. 
F W winowen€] —_pivorceo] [October 20, 1882 Th on. 
ae Oo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE aie ‘or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
=) < during most of working life, even if retired) 
of Housewife Ca Virginia USA 


43. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Gordon Ella Hansburg 
15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
{Yes 80. oF unknown), {IF yen, give wor or date of service} 
} no Licide Springfield Hospital records 


Then please remave carban popers, 


4B. CAUSE Of DEATH [Enter only one couse per line for (9), (b), and (c)-] nearer eer 
v. A 
PART 1, OATH MA Cros o_tiyocardial infarction hours 
YALS,0 DUE TO 
Conditions, if ony, which w_Arteriosclerotic heart disease years 
gove rise to immediate 
cose {o}, stoting the under. ( OVETO 
a lying couse lox. () A years 
2 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN !N PART 1(0} | 19. Rede eh ll 
2 Chronic brain syndrome due to senile changes yes] nog] 
ee 200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I of item 1B.) 


ate has been signed by the attending physician and completely filled in 


be detached for use as the burial-transit permit. 
the registrar prior to burial, cremotian, or remaval, and in any event within 72 haurs af 


OR CONTRIBUTING CO) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER), 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


= 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, form. nar (City of town) (County) (Stote) 
5.° Hea? een a! Noti@hila’ factory, street, office bidg., etc.) 
ie p.m. Wot work [J ot work [} i 
$s 21. | certify that | attended the deceased from Fehruexy..27,, 195], toDeconber 28,,1996_that t last saw the deceased 
a alive on Decewher 27, _AM, fram the causes and an the date stated abave. 
fe } ADDRESS (Street, city or town, state) DATE SIGNED 
. y | [seuen wo, Springfield Stete Hospital 12/28/56 
Pe: ae vi r are a a ae 
28 A 
= ot 
e 


‘240. REC'D BY oo Zeal 2 REGISTRAR'S SIGNATURE j 
s Pere ee wel 2 200 |appoceg teu 


VS ANS (4) 
9 


vaune 


Warsow 


1 y 


Page 4 shavid be 


‘a 


id 


d far your Fil 
le pages 1 and 2 with the registrar prior ta burial, cremation, 


\f any delay is necessary, please exe 


& 
$s 
cE 
2 
@ 
= 
2 
° 
2 
c 
o 
a 
S 
o 
5 
« 
2 
ae 
6 
3 
[3 
= 


pencil 


e Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retaine: 


ECTOR: Page 3 shauld be used as a burial-transit permit 


cate, writing the ward ‘‘pending’’ 


TO ol RI 
or removal. 


forward 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs ofter death. 
cute the, 


YS. ATSME(S) 
5M 9/55, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 123 4! 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH saeinias gle 


1, PLACE OF DEATH = 2, USUAL RESIDENCE (Where deceased lived. If a Reridence before admission) 
°. 
(ull RRR CL manvano || ° S47 Maryland *SUNY Carrell 
B. CITY OR TOWN ji evhide corporate fini, wite RURAL |e, LENGTH OF STAY IN1b || _e. CITY OR TOWN [If ouhide corporote limits, write RURAL ond give nearest town) 


yond give necrast town) 


NX Fives j et Finksburg * 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress} d. STREET ADDRESS } @, IS RESIDENCE 
= f ON A FARM? 
Weur i, 40 Route 1 ves) NOD 
3. NAME oF First Middle é Lost 4. poe Month Doy Yeor 
Ciype ar print EKmMAN Lee Verroy beam |e ee 0 SG 


5. SEX 6. COLOR OR RACE 7. MARRIED 3 NEVER MARRIEDEQ/A. DATE OF BIRTH 7 FAGE tin yon [IFUNDER TYEAR] IF UNDER 24 HRS. 
3 3 g ost birthdoy) 
White [wow oor) g -Z4- 3 om. 
10a, USUAL OCCUPATION. { ive kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 
during most of working lite, even if retired) 


2. CITIZEN OF WHAT COUNTRY? 


Trimmer Tree Trimming North Carolina USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Clyde Yelton Olamay Colbart 
alge Bones.» Ag ional 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
ee ee  P156544983 Eugene Yelton Reisterstown, Md. 
18. CAUSE OF DEATH [Enter only one couse per tine for (a}, (b}, ond (c).] ~ INTERVAL BETWEEN, 
PART 1 DEATH NPDIATE CAUSE fo) 1 TILRE SKitizt ~ 
Smee 4 DUE TO. 
Conditions, if eny, which 0 


gove rise 1a immediote couse 
(0), stotlong the underlying( DUETO 
couse fost. (eh. 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART T(o}|19. WAS AUTOPSY 
yes) not] 


2a. Ae! cannes oO . Desens HOW eet a Shige (Enter nature yf injury in Part 1 ar Part I af item 18.) 


PRIMARY: 
CAUSE O1 


0c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED. 4] 20e. PLACE OF muURY Par farm, jet (City or town) (County) (State) 
Hour “ara | wit Not while |>—fectory,ares, office 
cong PE LO 9S Bot wok 1] ot work SM it rma LD Mer UR & CaRRoLL 


21. I certify that | took charge of the remains described. above, held an Autopsy [Inspection JX], Inquiry JX}, and find that 


o p 


‘= 
< 
o 
‘3 
= 
& 
By 
o 
z 
ve 
6 
& 
= 


death resuiiég from: Natural causes [], Accident iy Sticide [], Homicide [], Undetermined cause []. 
brag | a4 DATE SIGNED 
SIGNATI : Mp, CHIEF MEDICAL EXAMINER [1] 


gr ASSISTANT MEDICAL EXAMINER ; 
KAM ES i ? Ars KH DEPUTY MEDICAL EXAMINERYZ A / 2/ A: KE 
‘Tac. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, flown, or county) (Stote} 
Birdie 2a PFekG Bakersville Bakersville, N 
23, FUNERAL DIRECTOR'S SIGNATURE "ADDRESS 34o, REC'D BY REGISTRAR [24b, REGISTRAR'S SIGNATURE 
Jehn R. Byers Westminster, Mad (i, te, 


MARYLAND STATE DEPARTMENT OF KEALTH—BALTIMORE, 18 - 42344 
DICAL EXAMINER’S CERTIFICATE OF DEATH ~ 


coal 


JE UNDER 1YEAR] IF UNDER 24 HRS. 
ae 


6. se hy RACE |7. MARRIED L] NEVER MARRIED [_]] 8. DATE OF BIRTH 


Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 
1A agi if retired) 


12. CITIZEN OF WHAT COUNTRY? 


USA. 


during may of working Ii 


HAwWove Heel 


43. FATHER'S NAME ‘14. MOTHER'S MAIDEN NAME 


4m po se vc vali GRokT 


ji Was mace, ve IN U.S. ‘abate rgd 16. SOCIAL SECURITY NO. 117. INFORMANT Adds 
ws TU; AD RC an 
“4 RR SALE, SI DE oe 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (6), ond (e).] INTERVAL BETWEEN, 


PART |. DEATH WAS CAUSED 8Y: ‘ONSET AND DEATH 
IMMEDIATE CAUSE (a) Coxon epPey Oee Ch ws) ow 


i] 
~, 


g2 § , Reg. Dist.No. (=m 
23 8 ~\ fh SR 2. USUAL RESIDENCE (Where deceated lived. If Intlitution: Retidence before odmission) 
°. 

25 5 B CARR OL. re = a. STATE ei ; b. COUNTY (> ARROAL 
fod 1 MS b. City OF el haabey corporate limits, write RURAL c. LENGTH OF STAY IN Ib ¢, CITY OR TOWN (IF autside corporate limits, write RURAL ond give necrest town} 
oS 
i= 3 _ eARS. YkgtTuiisTeR K. K 
ee 5 a. NAME OF HOSPITAL OR INSTITUTION (Hf not in LEE: street adden) d. STREET ADDRESS 1S RESIDENCE 
+ a - 
-& West m/w ISTER. westmnisTeR RO RS lat al 
s 5 2. NAME OF First 4 Lost ete ‘Manth Day =" 
rigp ypecrprin CHAR rr Db iz é DEATH foe i wi b 
Bu 

£ 

= 

« 

vu 

2 


3 
2 
2 

2 

2 
2 

° 

z 
5 

a 
3 
iJ 

2 

oO 

s 
€ 
£ 
€ 


File 


5 
S 
x 
am 
cs 
yy 
3 
= 
2 
2 
> 
i) 
E 
wo 
o 
D 
5 
cg 
a 
= 
= 
E 
5 


it permit. 


YY . DUE TO 2 
Canditians, if any, which wo RTEAid See BRovs & Cakyo-Vaseu LAR VeEARS 
gave rise ta immediate couse 
DUE TO By SEASE | 

po ()___ 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH GUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lo]]19. WAS AUTOPSY 
s ves a NOR. 
= 00. EXTERNAL CAUSE Was 70b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury n Part | or Part 1! of item 18) 
& | CAUSE OF DEATH. 
e 
3S | 20c. TIME OF INJURY = Month, Day, Yeor 20d. INJURY OCCURRED [202. PLACE OF INJURY (Home, form 1208. (Cily or town) (County) (Slote) 
8 Hour 9, m, While Nat while foctory, street, affice bldg., etc.) | 
= p.m. w lot work [] of work ' 


21, I certify that | taak charge of the remains described abave, held an Autapsy [_], Inspectian Dy Inquiry gf, and find that 
death =O) fram: Natural causes FRI, Accident {_], Suicide [], Homicide [], Undetermined cause [1]. 


DATE SIGNED 


ACTUAL in 


Mp, CHIEF MEDICAL EXAMINER [[] 


a SIGNATURE NS . H ; 
ie ‘ ee — am ASSISTANT MEDICAL EXAMINER [] JZ fs pes 
2e 2 Am DEPUTY MEDICAL EXAMINER Gd 
e358 
3855 


TO FUNERAL DIRECTOR: Page 3 shauld be used as o burial-transil 


. HEYA Gye 2b. Lig THEREOF OF Ci = oR beats 3 a 22d. LOCATION (City, tawn, or caunty) (State) 
oainied ee ? 
Pivriryd IE 5 ara LPs . YP. 

(! ‘ < 


‘24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


VS. AISME(S) 
5M 9/55 


y vate /) — 2-17 Veranda: “4 


